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ABSTRACTS OF CURRENT LITERATURE 


SURGERY OF THE 


EYE 


Rados, A.: The Nutrition of the Eye. Arch. Ophth., 
1927, lvi, 567. 

This article deals with the aqueous and vitreous 
as factors in the nutrition of the eye, to which the 
myopia of uveitis, the hyperopia of diabetes, and 
the question of glaucoma are related. Leber’s theory 
that the aqueous is produced by the ciliary body 
was refuted by the work of Hamburger which indi- 
cated that the aqueous is produced by the cellular 
activity of the iris and that there is no current of 
secretion through the pupil. In their production, 
composition, and biological qualities, the aqueous, 
vitreous, and spinal fluid are closely related. 

In animals, the albumin content of the aqueous 
is very slight except immediately after paracentesis. 
Under normal conditions the aqueous is ionizable, 
but following paracentesis or in inflammatory reac- 
tions of the anterior segment it is in colloidal solu- 
tion. The ionizable solution is due to dialization; 
the colloidal, to filtration. The aqueous is the nu- 
tritive agent of the cornea and lens, but the vitreous 
is concerned with the nourishment of the lens, espe- 
cially the posterior pole, the normal course of the 
metabolism of the lens being regulated by the 
capsule. Vircit Wescott, M.D. 


Constans, G. M.: Ocular Pemphigus. Am. J. 


Ophth., 1927, 3 s. X, 810. 


Ocular pemphigus is very rare. Its symptoms are 
general dryness, the formation of blebs, itching and 
burning of the eye, and redness of the conjunctiva. 
As a rule the condition is bilateral. In its later 
stages it may be complicated by symblepharon, 
entropion, corneal ulcer, hypopyon, or perforation. 

The author reports three cases. The first was a 
case of general pemphigus with severe ocular mani- 
festations; the second, a case of primary pemphigus 
of the skin with secondary involvement of the eyes; 
and the third, a case of primary pemphigus of the eye. 

GrorcE R. McAutirr, M.D. 
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Adler, F. H.: Ocular Disorders in Deficiency Dis- 
eases. Arch. Ophth., 1927, lvi, 593. 

This article is a review of the findings of an ex- 
perimental and clinical study of deficiency diseases 
as they affect the structure and function of the eye. 
Adler discusses xerophthalmia at length and cata- 
racts and night blindness more briefly. The bibliog- 
raphy contains four references on deficiency diseases 
in general and thirty-eight on the ocular aspects of 
deficiency disease. Vircit Wescott, M.D. 


Derby, G. S., and Carvill, M.: Anterior Ocular 
Tuberculosis. Arch. Ophth., 1927, lvi, 523. 


The authors report a study of sixty-three cases 
of anterior ocular tuberculosis. They believe that 
phlyctenular disease, nodular scleritis, sclerokera- 
titis, and sclerosing keratitis are related to tubercu- 
losis. In 53 per cent of the cases the initial inflam- 
mation of the eye was a phlyctenular keratitis. The 
diagnosis was based on the ocular findings, a focal 
reaction to tuberculin (which, however, often fails), 
the signs of tuberculosis elsewhere in the body, the 
elimination of other causes, biopsy of the lesion, and 
the findings of guinea-pig inoculations. 

In all but seven of the cases a recurrence devel- 
oped, but the periods of quiescence ranged from 
three to eighteen years. The mortality was high, 
being 17 per cent. Tuberculin was used freely, both 
the bouillon filtrate and old tuberculin. In two 
cases it seemed to do great harm; the patients lost 
the sight of both eyes. In the author’s opinion, the 
best that can be said fairly of tuberculin therapy 
at the present time is that, in certain instances, it 
may help to cut short the attack. It does not pre- 
vent recurrence, and occasionally may do serious 
harm. Vircit Wescott, M.D. 


Hopkins, J. G.: The Treatment of the Commoner 
Syphilitic Lesions of the Eye. Arch. Ophth., 
1927, lvi, 543. 

The arsphenamines are the most active spiro- 
cheticides and clinically the most effective. Bis- 
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muth and mercury are also of undoubted value and 
should be used in conjunction with the arsphena- 
mines. In early cases, the treatment should be 
intensive; the administration of drugs should be 
continuous and the treatment prolonged. In late 
cases, the treatment should be begun with small 
doses but ultimately should follow the plan for the 
early cases. If a serological cure becomes impossible, 
the treatment must be planned to prevent relapse, 
one course a year being given for an indefinite pe- 
riod. Intraspinal treatment should be reserved for 
cases which do not respond satisfactorily to the 
intravenous method. Except in paresis, the malaria 
treatment must be regarded as experimental. 

In secondary syphilis, iritis is the most common 
eye lesion. It indicates a systemic infection at a 
stage in which it may be completely eliminated by 
proper therapy. In interstitial keratitis, pessimism 
need not prevail if the arsphenamines, mercury, 
bismuth, and the iodides are pushed to the limit. 
Arsphenamine can have no effect on the repair of 
the cornea, but in most cases will arrest the prog- 
ress of the inflammatory process. In the optic 
atrophy due to basilar meningitis the results are 
good, but in that associated with tabes they are 
very poor. One or two injections of mercury or 
bismuth should be given first and arsphenamine 
begun with small doses by the Swift-Ellis procedure. 
It is fairly well established that in the majority of 
cases receiving intensive treatment early in the dis- 
ease, the symptoms disappear, the serum reactions 
become and remain negative, and no further ocular 
symptoms develop. Vircit Wescott, M.D. 


Howard, H. J.: Thelaziasis of the Eye and Its 
Adnexa in Man. Am. J. Ophth., 1927, 3 s. x, 807. 


The author reports the case of a middle-aged 
Canadian missionary living in China who com- 
plained of a wart-like papilloma of the lower lid 
which had been present for many years and during 
the last fifteen months had itched. On microscopic 
examination of the tumor following its excision, 
larval nematodes were found and a diagnosis of 
Thelazia callipzda infection was made. The patient 
had apparently become infected from his pet dog. 
Howard’s case is the first record of the discovery of 
this parasite in a human host. 

GeorcE R. McAutirr, M.D. 


Wright, R. E.: Two Cases of Granuloma Invading 
the Orbit Due to an Aspergillus. Brit. J. Ophth., 
1927, Xl, 545. 

The first case of granuloma reported in this article 
was that of a male Hindu thirty-five years of age. 
A diagnosis of orbital sarcoma had been made before 
the patient was seen by Wright. A growth bulged 
forward from the orbit, displacing the eye upward 
and laterally. The skin was infiltrated and adherent 
and there were small sinuses discharging pus. The 
wall and roof of the orbit were partially destroyed, 
and the nasal fossa was almost completely occluded. 
Histologically examination revealed giant cells and 
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mycelial filaments. After iodides and arsenicals had 
proved ineffective, X-ray treatment caused marked 
improvement. 

The second case was that of a woman with a hard 
tumor the size of a pea above and below the right 
internal tarsal ligament and dacryocystitis with 
complete obstruction. The neoplasms were not at- 
tached totheskin. The nose showed considerable de- 
struction of the mucous membrane in the sphenoidal 
and ethmoidal regions of the same side. Sections 
of the tumors were similar to those of the first case, 
but treatment with the X-rays had no effect. 

In both cases, very careful laboratory study re- 
vealed the presence of an aspergillus. The cultural 
characteristics of this fungus are described. 

SAMUEL A.: Durr, M.D. 


Wuerdemann, H. V.: The Relation of Cupping of 
the Optic Disk to the Visual Fields in Glaucoma. 
Am. J.Ophth., 1927, 3s. x, 831. 


The author states that he now sees a greater num- 
ber of cases of glaucoma than formerly and is es- 
pecially interested in the relation of the changes in 
the optic disk to those of the visual field and the 
relation of the degree and character of cupping of 
the disk to the sectoral changes in central and 
peripheral vision. 

The weak spot of the globe is the foramen in the 
sclera and choroid, and it is here in the nerve where 
signs of increased pressure appear. These signs vary 
according to the suddenness, severity, and periodic- 
ity or permanency of the pressure. Cupping of the 
disk is due to stretching of the lamina and atrophy 
of the nerve bundles in the distal end of the optic 
nerve. The temporal retina suffers first and most, 
the temporal capillary branches being more affected 
because of their length, but the main defects in the 
visual field are the results of atrophy of the nerve 
fibers going to that particular field. However, the 
field defects vary in each case according to which 
fibers are most involved, as is evident from the 
Ronne, Seidel, Bjerrum, and Elliott signs. The order 
of development of field defects is: (1) concentric con- 
traction, (2) nasal sectoral deficiency, (3) enlarge- 
ment of the blind spot and isolated pericentral sco- 
tomata, and (4) involvement of the papillomacular 
fibers with loss of central vision and blindness. 

The color fields in glaucoma are relatively as large 
as those for white and form a diagnostic point of 
some importance since in other atrophic types the 
color fields are generally more affected than those for 
form. GeorcE R. McAuttrr, M.D. 


Reese, A. B.: Entropium Uveze. Am. J. Ophith., 
1927, 3 Ss. X, 818. 

Reese reports twenty-four cases of entropium 
uvez which he divides into four groups. 

In Group 1 there were nine cases of the spastic 
type in which the condition developed during an 
iritis. This type is especially apt to occur when 
iritis is treated early with a mydriatic, a treatment 
which allows synechia formation around the pupil- 
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lary margin. Sometimes it is seen after cataract 
extraction when there is synechia formation between 
the pupillary border and the empty lens capsule. 

In Group 2 there were nine cases in which the 
entropium resulted from the contracture of a mem- 
brane extending from the anterior surface of the lens 
capsule to the anterior surface of the iris. In four, 
the primary condition was luetic iridocyclitis. 

Group 3.was made up of one case in which the 
condition was produced by the contracture of a 
membrane on the posterior surface of the iris follow- 
ing cataract extraction with severe hemorrhage in 
the anterior and posterior chambers. 

In Group 4 there were five cases in which the 
entropium was associated with iris bombé. 

GeorcE R. McAuttrr, M.D. 


Butler, T. H.: Three Cases of Embolism of a 
Retinal Artery. Brit. J. Ophih., 1927, xi, 559. 


Three cases of embolism of a retinal artery are 
reported. In the first, the condition was peripheral 
and there was a corresponding sector field defect. 
Under treatment by paracentesis, massage, and the 
use of amyl nitrite, the condition cleared up entirely. 
In the second and third cases the emboli were 
situated more centrally and caused loss of vision with 
the exception of light perception. The cause of the 
condition in the first case is not stated. In the 
second and third cases it was endocarditis and 
thrombosis of a varicose vein respectively. 

SAMUEL A. Durr, M.D. 


Somberg, J. S.: Optic Nerve Pallor without Func- 
tional Disturbances in Luetics. Am. J. Ophith., 
1927, 3 S. X, 837. 

Discoloration of the optic nerves without changes 
in visual acuity or the fields of vision has been noted 
frequently. The purpose of the study here reported 
was to ascertain any changes in these nerves in 
patients undergoing tryparsamide treatment. In a 
study of the fundi of 2,000 persons with cerebro- 
spinal syphilis, Somberg noted a “‘ washed out” ap- 
pearance of the disk in eighty-six (4.3 per cent) and 
other ocular changes due to syphilis in 75 per cent. 
In about 80 per cent of the cases of disk pallor the 
condition was bilateral. In about 85 per cent of this 
group vision was normal; in the others, it was sub- 
normal, but no lower than 20/40, and occasionally a 
slight peripheral contraction was apparent. At the 
end of a two-year period of observation, almost 60 
per cent of the cases of this group showed a primary 
optic atrophy without any marked functional dis- 
turbance. In 26 per cent, optic atrophy with reduc- 
tion of vision and field changes supervened, and in 
the remainder the atrophy was incomplete. 

The most probable cause of disk pallor without 
functional change is involvement of the small ves- 
sels of the central connective tissue strand of the 
optic nerve. The author believes that degeneration 
of the ganglion cells may be the prime factor in the 
production of primary atrophy. 

GeorceE R. McAutirr, M.D. 
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EAR 


Fraser, J. S., and Nelson, S. H.: Deaf-Mutism Due 
to a Bilateral Lesion of the Auditory Sensory 
Areas. Brit. M. J., 1927, ii, 822. 


In the vast majority of cases of deaf-mutism the 
lesion is situated in the ear itself. Fraser and Nelson 
report in detail a case of deaf-mutism in a child three 
years of age in which the lesion was found on 
histological examination to be in the auditory paths 
and centers. James C. Braswe tt, M.D. 


Stewart, J. P.: Herpes Zoster Oticus. J. Laryngol. 
& Otol., 1927, xlii, 665. 

The author reports a case of zona with a multi- 
plicity of lesions involving primarily the vestibular 
ganglion on either side. It was assumed that, on 
the left side, the infection traveled up the large 
lymph spaces in the substance of the cochlear fila- 
ment connecting the vestibular ganglion with the 
geniculate ganglion and probably extended down- 
ward along the chorda tympani, involving the lingual 
nerve. It is possible also that there was a primary 
infection of the gasserian ganglion. 

The symptoms were blisters on the left border of 
the tongue, a slight loss of taste, fever, left-sided 
deafness, left-sided facial paralysis, and bilateral 
vestibular paralysis. All except the left-sided deaf- 
ness cleared up. Manrorp R. Wattz, M.D. 


Symonds, C. P.: Cranial Nerve Palsies in Otitis 
Media: the Syndrome of the Posterior Fossa. 
J. Laryngol. & Otol., 1927, xlii, 656. 


The author reports four cases in which paralysis 
of the lower three or four cranial nerves resulted 
from otitis media. Involvement of these nerves 
may be combined with paralysis of the sixth and 
seventh. 

Gradenigo’s syndrome is assumed to be due to 
an extradural non-suppurative inflammation. The 
lower cranial nerves may be affected in a similar 
manner by inflammatory thickening of the dura 
mater surrounding their points of exit from the cra- 
nial cavity. Symonds cites a case in which such 
involvement was proved at autopsy. The prognosis 
seems to be good. Manrorp R. Wattz, M.D. 


De Kleijn, A., and Versteegh, C.: Some Remarks 
upon the Present Position of the Physiology 
of the Labyrinth. J. Laryngol. & Otol., 1927, xlii, 
649. 


The authors’ findings in studies made on rabbits 
are in absolute contradiction to current views on the 
physiology of the labyrinth. 

After extirpation of the entire saccular macula 
on one side, the rabbits showed no spontaneous 
vestibular disturbances and all labyrinthine righting 
reflexes could be evoked normally. Therefore, in 
rabbits, the saccular macule are not responsible for 
the known vestibular labyrinthine reflexes. 

When complete extirpation of the labyrinth was 
done on one side and partial extirpation on the 
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other, only two semicircular canals being left to 
function, post-rotation nystagmus in all directions, 
horizontal, vertical and rotatory, could be evoked. 
In clinical cases of cerebral lesions it was found 
that the strongest post-rotation nystagmus is that 
in which the quick component is at the side of the 


In cases of cerebellar lesions 
MAnrorp R. Wattz, M.D. 


extirpation or lesion. 
this sign is absent. 


Portmann, G.: The Saccus Endolymphaticus and 
an Operation for Draining for the Relief of Ver- 
tigo. Proc. Roy. Soc. Med., Lond., 1927, xx, 1862. 


The author reports in some detail his operation 
for reaching the saccus endolymphaticus. The tech- 
nique is comparatively simple. The approach is 
made through the mastoid cells without any con- 
nection with the middle ear. The author has ob- 
tained a cure in two typical cases of vertigo by this 
operation. James C. BRasweLL, M.D. 


NOSE AND SINUSES 


Finck, H. P.: Tissue Changes in the Nasal Mucosa; 
Preliminary Report. Laryngoscope, 1927, xxxvii, 
783. 

In acute nasal congestion, microscopic examina- 
tion of the nasal mucosa reveals cedema, an increase 
in the mononuclear cells, and a definite increase in 
the eosinophiles, but none of the classical signs of 
bacterial infection. In acute purulent rhinitis, the 
lymphocytes are markedly increased, but the eosin- 
ophiles and cedema are decreased. Chronic purulent 
rhinitis shows tissue hypertrophy and an increase of 
lymphoid elements and plasma cells. In these puru- 
lent conditions it is usually difficult to demonstrate 
bacteria in the tissues. 

Vasomotor rhinitis is characterized by oedema and 
a marked increase in the eosinophiles. In nasal 
polyps, various cellular types are found, depending 
upon the character of a concomitant nasal infection. 
Cystic polypoid formations include mucoceles, meso- 
thelial cysts, and cystic degeneration of polyps. The 
tissues adjacent to such formations show lympho- 
cytes, plasma cells, and connective tissue changes. 
In atrophic conditions of the nasal mucosa there is a 
definite reduction or disappearance of lymphoid 
element$, eosinophiles, and other infiltrating cells. 

In the majority of tissue changes the significant 
cells are the lymphocytes, plasma cells, and eosino- 
philes. Lymphocytes and plasma cells prevail in 
purulent rhinitis, and eosinophiles in vasomotor and 
anaphylactic conditions. 

GeorceE R. McAuttrr, M.D. 


MOUTH 


Doubleday, F. N.: On Chronic Fusospirillary Infec- 
tion of the Periodontal Membrane and Its 
Treatment. Proc. Roy. Soc. Med., Lond., 1927, xxi, 
139. 


The author discusses chronic periodontitis with 
destruction of the membrane and bone. Pus forma- 
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tion occurs only when pyogenic organisms are present. 
Two organisms are found constantly—the spirocheta 
dentium and the bacillus fusiformis. Doubleday re- 
ports three cases. 

The local treatment consists in scaling followed by 
the instillation into the gum pockets of a drop or two 
of 5 per cent chromic acid and liquor hydrogeni 
peroxidi. This instillation is repeated two or three 
times weekly for about a month. It causes the 
formation of chromium sesqui-oxide, and in the 
presence of so much free oxygen, facultative anaer- 
obes cannot live. Another beneficial effect of the acid 
is its inhibition of mucus secretion. Measures should 
be taken also to improve the general health. 

GeorcE R. McAuttrr, M.D. 


Jobson, G. B.: The Surgical Correction of Cleft Lip 
and Cleft Palate. Arch. Otolaryngol., 1927, vi, 434. 


The author deals with the complete deformity of 
the lip and palate. He prefers to repair the lip first. 
This he does after the third week and not later than 
the fourth month. Early operation is advisable as 
the premaxilla and vomer become increasingly diffi- 
cult to mould. After the premaxilla has been gradu- 
ally forced into place by the constant lip action, 
there is improvement in the nasal breathing and 
the appearance of the face. Before the operation, a 
roentgenogram of the thymus should be taken and 
any treatment indicated by it should be given. 

In the author’s cases the lip, cheek, and nostril 
are separated from the underlying bone and later 
approximated with sutures which are free from 
tension. When necessary, a wedge-shaped piece of 
the premaxilla is resected to facilitate closure. For 
cleft palate, the mucoperiosteal operation is done. 
Incisions are made in an anteroposterior direction in 
the palate on each side, just inside the alveolar 
ridge, and the necessary fracture is produced by 
pressure. Both sides of the palate fissure are then 
brought together and sutured with silkworm gut. 
Pyoktanin gut is used for coaptation sutures. The 
gauze packs in the incisions are removed after five 
days. Nasal catheters are passed to prevent blockage 
by the packs and are removed with the packs. 

The second part of the correction may be done by 
any of the recognized methods of mucoperiosteal 
flap operation, but the author prefers the von 
Langenbeck procedure with suitable modifications. 

GerorGE R. McAutirr, M.D. 


Henske, J. A.: The Importance of Pediatric Care 
in the Operative Treatment of Harelip and 
Cleft Palate. J. Am. M. Ass., 1927, |xxxix, 1666. 


The author discusses the various factors of impor- 
tance in the pre-operative and postoperative treat- 
ment of cases of harelip and cleft palate. He em- 
phasizes that if uniformly good results are to be 
obtained, these cases should be under the care of a 
pediatrician. 

The most important problem is the feeding. The 
patient should be treated in a hospital where a spe- 
cial technique for feeding can be used. Babies with 
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harelip or a cleft of the hard palate may be fed 
with a rubber ear syringe. Occasionally, gavage is 
necessary. 

Roentgenograms of the chest should be made in 
every case, chiefly to determine the size of the 
thymus. Reduction in the size of the thymus can 
be obtained by roentgenotherapy. 

In a series of 103 cases controlled by the pedia- 
trician, there was only one death. 

W. M. Paton, M.D. 


Ewing, J.: Some Phases of Intra-Oral Tumors, 
with Special Reference to Treatment by Radia- 
tion. Radiology, 1927, ix, 359. 

Burnam, C. F.: Radium in Intra-Oral Cancer. 
Radiology, 1927, ix, 366. 

Duffy, J. J.: The Cervical Lymph Nodes in Intra- 
Oral Carcinoma. Radiology, 1927, ix, 373. 


EwInc discusses intra-oral tumors from the stand- 
point of structure, growth, and metastasizing tend- 
encies, with special reference to their susceptibility 
to irradiation. He deals at some length with cancers 
of the lip and tongue, epitheliomata of the alveolar 
ridge and tonsil, lymphosarcoma of the tonsil and 
pharynx, tumors of the nasal mucosa, neuro-epithe- 
liomata of the superior nares, carcinoma of the 
maxillary antrum, and fibrosarcoma of the perios- 
teum of the superior maxilla. Mention is made of 
individual peculiarities of the various tumors which 
in large measure determine the treatment to be 
applied. Pathological data bearing on the control of 
the lymph nodes in malignant tumors in and about 
the mouth are also considered. Observations tend to 
show that the common mode of extension is by 
embolism; therefore the extreme surgical procedure 
of removing the primary tumor and the nodes en 
bloc is not indicated in all cases. Because of the 
results attainable by radiation, the practice of leaving 
the nodes until they show clinical signs of involve- 
ment seems to be justified. As ulceration and infec- 
tion accelerate the progress of the neoplasm and 
multiply the complications, care must be taken to 
prevent them as far as possible and control them 
when they have already developed. 

BuRNAM considers only epitheliomata of the 
mouth. He discusses their pathology briefly and 
advocates biopsy for diagnosis. He classifies them 
according to their site of origin and calls attention 
to their great variation in malignancy. The appli- 
cation of radiation to epitheliomata in general is dis- 
cussed. From his own observations, the author 
concludes that epitheliomata of the oral cavity do 
not require any heavier dosage to obtain lethal effects 
than those of the skin, the lip, or the uterine cervix. 

Surface applications are used to advantage in 
superficial lesions. In the author’s cases, the treat- 
ments are given in a single sitting whenever possible. 
When implantation is chosen, gold-covered emana- 
tion points are buried in the tissue and withdrawn 
after the desired dosage has been obtained. The 
filtered tubes do not produce the necrosis or the pain 
caused by the bare-tube technique. It is possible by 


this means effectually to eliminate epitheliomata of 
considerable size almost without pain and without 
deformity. In cases of deep lesions, surface applica- 
tions are often of supplementary value to the im- 
plantations. 

As regards the field of applicability of radium, 
Burnam is of the opinion that any lesion in the 
mouth which can be cured by surgical extirpation 
or electrocoagulation can be equally well cured by 
radium. 

Durry states that the chief essential in the therapy 
of intra-oral carcinoma is treatment of the cervical 
lymph glands, not only in cases with metastases, 
but also in the earlier stages when no cervical nodes 
are palpable. Prior to the use of irradiation, the 
treatment of choice was surgical removal of the 
adjacent lymph glands with the primary lesion. 
Since then, conservative treatment by irradiation 
has been favored and the results in cases irradiated 
in the period from 1917 to 1924 indicate that this treat- 
ment is a rational one. Apotpu Hartune, M.D. 


NECK 


Martin, K. A.: The Conditions under Which Iodine 
Will Cause a Change in the Basal Metabolic 
Rate in Man. 1. Its Occurrence in Conditions 
Other Than That of Graves’ Disease. Am. J. M. 
Sc., 1927, clxxiv, 648. 

The beneficial effect of iodine in Graves’ disease 
is well recognized. The course of this disease under 
iodine therapy has been fairly well studied, but the 
mechanism of the temporary fall in the basal meta- 
bolic rate and the clinical improvement is not clear. 
Plummer has supported the theory that in Graves’ 
disease the thyroid gland produces an active agent, 
abnormal in quality and quantity, which is respon- 
sible for all of the manifestations of the disease and 
is either neutralized or inactivated by iodine. The 
only other theory is that advanced by Marine who 
believes that iodine causes within the thyroid a 
rapid accumulation of colloid which brings about a 
pressure retention sufficient to block the excessive 
secretion of the gland. 

Marine’s theory suggested to the author that it 
might be of value to study the effect of large doses of 
iodine on the basal metabolic rate in clinical con- 
ditions other than Graves’ disease. For such a 
study, he selected cases from the New Haven (Con- 
necticut) Hospital and Dispensary and divided 
them into the following five groups: 

1. Cases in which there was an increase in the 
basal metabolic rate not due primarily to thyroid 
disease—cases of leukemia, polycythemia, and 
primary anemia. 

2. Cases of postinfection diseases. 

3. Cases in which the basal metabolic rate was 
normal but the iodine content of the thyroid ap- 
peared to be below the physiological limit. 

4. Cases in which the basal metabolic rate was 
below normal—cases of hypothyroidism and myx- 
oedema. 
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5. Agroup of normal controls. 

The basal metabolic rate was determined by the 
Roth-Benedict closed-circuit method. As soon as 
satisfactory readings were obtained, the patients 
were given 5 drops of Lugol’s solution by mouth 
three times a day. The basal metabolic rate was 
then checked at intervals of seven and fourteen 
days. It was found that any changes could be 
detected with practically the same degree of cer- 
tainty when the determinations were at these in- 
tervals as when they were made more frequently. 

The twenty-nine subjects studied included four 
normal controls; two patients with small-cell lym- 
phatic leukemia; four with primary anemia; two 
with polycythemia; two with acute rheumatic fever 
in the afebrile stage; seven with simple goiter and 
symptoms of iodine deficiency; three with hypothy- 
roidism, including myxcedema, all of whom had 
received either thyroid or iodine therapy; and five 
with hypothyroidism, including myxcedema, who 
had not received thyroid or iodine therapy. 

The article includes graphic charts which show 
the varying influences of iodine therapy on the dif- 
ferent groups. 

The normal controls showed no appreciable 
change in the basal metabolic rate during the period 
of observation. 

In the cases of simple goiter with symptoms of 
iodine deficiency there was a moderate lowering of 
the basal metabolic rate during the first week with 
a slight rise during the second week. 

In the cases of hypothyroidism and myxcedema 
with previous therapy there was no appreciable 
change. 

In the cases of hypothyroidism and myxoedema 
without previous therapy the basal metabolic rate 
showed a marked increase in both the first and 
second weeks. 

The cases of primary anemia showed a marked 
and constant fall from an increased basal metabolic 
rate during the period of observation. 

Two of the three cases of rheumatic fever showed 
an increased basal metabolic rate which fell rapidly 
under the iodine therapy. 

The results in this selected group of cases show 
that the basal metabolic rate can be made to change 
also in conditions other than Graves’ disease by the 
administration of iodine. The change is not rapid 
and transient, but slow and lasting. 

The manner in which the intake of iodine in- 
fluences the basal metabolic rate in Graves’ disease 
is still under discussion. Reinhoff and Marine have 
repeatedly shown that after the administration of 
iodine in large doses a hyperplastic gland is con- 
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verted into a colloid goiter; the alveoli become dis- 
tended with colloid and the lining epithelium is 
changed from a high columnar to a low cuboidal 
type. Such a histological picture suggests that the 
secreting portions are under pressure and hence the 
amount of thyroxin secreted is markedly diminished. 

Sturgis has shown that iodine has no effect on the 
toxic symptoms induced in rabbits by the intra- 
venous injection of thyroxin. It has been shown 
also that if the chemical composition of thyroxin is 
changed it has no effect on heat production in man. 
If the change in the symptoms were due to neutrali- 
zation of this toxic substance by the action of iodine, 
the change would theoretically be constant as long 
as the iodine medication was continued. 

The most marked effect is produced when the 
iodine is given in comparatively large doses over a 
short period of time. If small doses are given over 
longer periods, the transition from a hyperplastic 
gland to a colloid state is so gradual that the func- 
tion of the thyroid is not disturbed. The extent to 
which iodine will affect the basal metabolic rate 
seems to have a very definite relationship to the 
ability of the gland to store iodine quickly, regard- 
less of the presence or absence of Graves’ disease. 

MarsHALL Davison, M.D. 


Tebbutt, A. H., and Woodhill, V. R.: Aberrant 
Thyroid Tissue. Med. J. Australia, 1927, Supp. 12, 
Pp. 358. 

The authors review the development of the 
thyroid from the ventral median outpocketing of 
pharyngeal epithelium at the base of the tongue, 
and cite various authorities regarding the possible 
origin of the lateral lobes from the fifth pharyngeal 
pouch. 

It is believed that in hyperplasia of the thyroid, 
new alveoli develop largely from intervesicular 
groups of thyroid cells of epithelial type which are 
present in the gland. These cells ‘‘are not cell rests 
but a reserve of fully differentiated thyroid cells.” 

Accessory or aberrant thyroid tissue in the lateral 
cervical region which is unrelated to the normal 
thyroid lobes and is usually discovered only when 
involved by a pathological condition probably has 
an origin other than the midline source of thyroid 
cells. The authors report cases of pathological 
changes in such aberrant thyroid tissue. 

The conclusion is drawn that in earliest embryonic 
life the thyroid columns are excessively migratory 
and establish outlying nodules in close association 
with the cervical lymphatic tissue which ultimately 
lose their connection with the thyroid gland. 

J. Homer Wootsey, M.D. 
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SURGERY OF THE 


BRAIN AND ITS COVERINGS; CRANIAL 
NERVES 


Del Rio-Hortega, P., and Penfield, W.: Cerebral 
Cicatrix. The Reaction of Neuroglia and 
Microglia to Brain Wounds. Bull. Johns Hopkins 
Hosp., Balt., 1927, xli, 278. 

The authors investigated the healing of brain 
wounds in rabbits and dogs by microscopic study of 
sections prepared by the methods of Del Rio- 
Hortega for microglia, neuroglia astrocytes, and 
connective tissue. The lesions were aseptic stab 
wounds in the rabbits and more extensive cerebral 
injuries in the dogs. The duration of the injury 
ranged from twelve hours to seventy-three days in 
the rabbits and from twelve hours to six months 
in the dogs. 

The first cellular change was observed in microglia 
cells, which began their phagocytic activity early 
and continued it for a long period of time. Later, the 
neuroglia astrocytes about the wound became swollen 
and those closest to the area of destruction or to 
obliterated vessels underwent clasmatodendrosis. 
Rapid amitotic division of the other astrocytes then 
occurred and the cells became fibrous and arranged 
themselves typically in a radial fashion about the 
wound. A connective tissue core formed at the 
center, connective tissue collagen fibrils were laid 
down, and the wound contracted. In stabs where no 
connective tissue core was present, there was no 
tendency toward a radial arrangement of the 
astrocytes and no evidence of contraction. 

Compound granular corpuscles were numerous in 
the wounds. Transitions from microglia to these 
cells could be seen, but there was no evidence that 
the astrocytes became mobile or developed into these 
cells. When the products of degeneration had dis- 
appeared from the wound, microglia in its compli- 
cated spider-like form appeared in the scar. 

The report of the authors’ findings is preceded by 
a brief review of the literature. 

Eric OLpBERG, M.D. 


Lewis, D., and Lee, F. C.: On the Glandular Ele- 
ments in the Posterior Lobe of the Human 
Hypophysis. Bull. Johns Hopkins Hosp., Balt., 
1927, xli, 241. 

The authors have made a microscopic study of 
serial sections of thirty human hypophyses ranging 
in age from those of newborn infants to that of a 
subject seventy-three years old. 

They conclude that glandular tissue may be found 
in the posterior lobe at all ages, but definite tubu- 
loracemose glands communicating with the hypo- 
physeal cleft are not found after the fourth year. 
fubular glands may occur in any portion of the 
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posterior lobe. Their cells contain a colloidal sub- 
stance similar to that found in the space into which 
the gland empties. 

Basophilic cells closely resembling those occurring 
in the anterior lobe may be found in any location in 
the posterior lobe. Their number increases with age. 

The authors discuss briefly the relation of the 
glandular elements to each other and to the physi- 
ology of the posterior lobe, and review the findings 
of other investigators in the field of posterior lobe 
histology. The article is supplemented by a number 
of drawings and photomicrographs. 

Eric OLpBERG, M.D. 


Garcin, R.: The Syndrome of Unilateral Paralysis 
of All of the Cranial Nerves: A Contribution 
on Tumors of the Base of the Skull (Le syndrome 
paralytique unilateral global des nerfs craniens; 
contribution a l’étude des tumeurs de la base du 
crane). Presse méd., Par., 1927, XXXV, 1137. 

Multiple paralyses of the cranial nerves on one 
side of the head group themselves clinically into a 
number of topographical syndromes which are de- 
pendent upon the lesions about the various cranial 
foramina. The author reviews the syndromes of the 
sphenoidal fissure, the external wall of the cavernous 
sinus, the petrosphenoidal fisssure, the apex of the 
petrous portion of the temporal bone, the internal 
auditory meatus, the posterior lacerate foramen, the 
hypoglossal canal, the retroparotid space, and vari- 
ous dissociated forms of these posterior syndromes. 

These syndromes do not exhaust the possible com- 
binations of unilateral cranial nerve involvement, 
but they are sufficient since, together, they cover 
all of the paralytic symptoms due to lesions of the 
bony floor of the skull. However, as their cause is 
neoplastic, they often overlap, the extension of the 
tumor tending toward rapid fusion of the interme- 
diate syndromes. This is true especially in cases of 
neoplasms arising within, or developing in contact 
with, the base of the skull. 

From the etiological point of view, the basilar 
neoplasms may be classified into two main groups: 
the subcranial and the basilar tumors. Arising as a 
rule in the rhinopharynx, the former extend toward 
the base of the skull, which they perforate. Garcin 
reports seven cases in which such tumors gave rise 
to multiple unilateral paralyses of the cranial nerves. 
The basilar tumors proper grow at the expense of 
some element of the base of the skull. Garcin re- 
ports ten tumors of the latter type which caused 
multiple unilateral paralyses of the cranial nerves. 

Whether the tumor is a subcranial or a basilar 
neoplasm, the tendency toward the unilateral dif- 
fusion of these extensive multiple paralyses of the 
cranial nerves is associated with absence of signs 
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of intracranial hypertension (papilloedema, etc.) and 
absence of signs of motor and sensory disturbances 
in the extremities. 

Among the basilar neoplasms there is, however, 
one group which is unique—the sarcomata of the 
base of the skull. These are manifested clinically 
by a characteristic syndrome which the author, with 
Guillain and Alajouanine, calls the “unilateral para- 
lytic syndrome of all of the cranial nerves.” This 
syndrome is characterized by: (1) involvement of 
all of the cranial nerves on one side, (2) absence of 
signs of intracranial hypertension, (3) absence of 
signs of motor or sensory disturbances in the ex- 
tremities, and (4) positive roentgen-ray evidence of 
lesions of the bony floor of the base of the skull. 

This picture is not exceptionally rare as Garcin 
saw four cases during his residence in the hospital. 
In two, the diagnosis was confirmed by postmortem 
examination. 

The clinical picture of multiple unilateral paral- 
yses of the cranial nerves is so characteristic that 
the presence of a developing basilar process is sug- 
gested immediately, but first a luetic meningitis is 
thought of and in most of the cases a course of 
mercury and arsenic has been given at some time. 
The signs of hypertension are so slight that a tumor 
is rarely considered. 

Unilateral and extensive paralyses of the cranial 
nerves may be caused also by trauma, conditions 
associated with exophthalmos, basilar meningitis 
(especially that due to syphilis), and certain types 
of “polyneuritis’’ of the cranial nerves, but with the 
exception of those due to syphilitic meningitis, they 
are rarely so extensive as in the unilateral paralytic 
syndrome of all of the cranial nerves. 

In the diagnosis of sarcomata of the base of the 
skull, roentgenograms are of great value and permit 
early irradiation treatment. Irradiation arrests the 
spread of the condition for only a short time, how- 
ever, as the sarcomata are very resistant to it. 

MicHaeEt L. Mason, M.D. 


Scalone, I.: The Experimental Anatomicopatho- 
logical Basis of the Surgical Treatment of 
Neuralgia of the Trifacial Nerve and the 
Changes in the Gasserian Ganglion in Retro- 
gasserian Neurotomy (Le basi anatomopato- 
logiche sperimentali del trattamento chirurgico della 
nevralgia del trigemino e le alterazioni del ganglio 
di Gasser nella neurotomia retrogasseriana). Arch. 
ital. di chir., 1927, xvili, 69. 

Retrogasserian neurotomy or section of the sen- 
sory trunk of the trifacial nerve above the gasse- 
rian ganglion is being given preference over removal 
of the ganglion because its technique is easier and 
because it does not result in neurotrophic disturb- 
ances. 

Chief among the neurotrophic disturbances is 
neuroparalytic keratitis. Some surgeons have held 
that neuroparalytic keratitis may be caused by 
retrogasserian neurotomy. In order to determine 
whether this is true, the author performed retro- 
gasserian neurotomy on ten dogs and then studied 








the changes in the ganglion up to twenty-five days 
in nine of the animals and up to thirty-seven days 
in one animal. The article includes photomicro- 
graphs of the histological changes. 

The operation resulted in complete insensitiveness 
of the whole region supplied by the trifacial nerve, 
but in no instance produced neurotrophic changes 
in the eye. Varying degrees of change were found 
in the cells of the ganglion. 

Scalone concludes that retrogasserian neurotomy 
will not cause neuroparalytic keratitis if it is per- 
formed with the proper technique and care. When 
this condition does occur, it will be transitory if the 
cells of the ganglion have been only slightly injured, 
or permanent if they have been badly injured. The 
root must be sectioned, not torn, and the sectioning 
must be done as far from the ganglion as possible. 

Aubrey G. Morcan, M.D. 


Frazier, C. H.: Trigeminal Neuralgia: Fourteen 
Years’ Experience with Fractional Section of 
the Sensory Root as the Major Operation. J. 
Am. M. Ass., 1927, \xxxix, 1742. 


Frazier states that although major trigeminal 
neuralgia is a characteristic syndrome, confusion 
arises in connection with a group of otherwise unex- 
plained conditions in the trigeminal zone which are 
often erroneously called ‘‘atypical neuralgia.” 
When seen by Frazier, most patients with atypical 
neuralgia have been subjected to various surgical 
procedures for the relief of the pain, but invariably 
these measures have made the condition worse 
rather than better. To differentiate such cases may 
often tax the nicest judgment and discrimination. 

Patients suffering from trigeminal neuralgia are 
usually persons of a high-strung nature who do not 
stand well the stresses and strains of life, and fuss 
and fret over small matters. Apprehension as to 
when the next attack will occur wears them out as 
much as the pain itself. 

In the diagnosis, the reaction of the patient to the 
proposal of operation is of great aid, since if the 
condition is true trigeminal neuralgia he will readily 
consent to operation even when informed of the 
subsequent numbness of the face, mouth, and eye, 
whereas if the pain is less severe he will hesitate to 
consent on account of the facial numbness. 

In 1925, after ten years’ experience with the pro- 
cedure, the author proposed a subtotal section of 
the sensory root of the gasserian ganglion as a sub- 
stitute for total section. Further experience has 
more than justified his proposal. Investigation into 
the phylogenetic and embryological aspects of the 
sensory root and gasserian ganglion indicates that 
the ganglion is to be regarded as composed of two 
distinct units, the ophthalmic portion differing em- 
bryologically and clinically from the remaining two- 
thirds. It has shown also that there are separate and 
distinct fibers in the sensory root for each of the 
divisions. 

As originally proposed, subtotal section of the 
sensory root consisted in section of the outer two- 
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thirds with conservation of the ophthalmic portion. 
‘The primary purpose of this modification was to 
prevent trophic keratitis. 

The failure of this operation to be more generally 
adopted in spite of evidence that it prevents one of 
the most annoying complications of the major 
operation is attributed to assumed difficulty in its 
execution and the fear that it will be followed by 
recurrence. In answer to such objections Frazier 
describes the technique, showing that it does not 
prolong the operation by more than a few minutes, 
and states that since he first adopted the method 
in 1915 he has not found it necessary to re-operate 
in any case. 

Frazier is becoming more and more convinced 
that if, in the early stage of the disease, the pain can 
be controlled in the branch or division first involved, 
permanent and complete relief will be obtained. He 
calls attention to the fact that, at the outset, tri- 
geminal neuralgia never involves more than one 
branch of a single division, and that as time goes on, 
the pain spreads to the other branches of the same 
division and finally to the other divisions. Later in 
the course of the disease, when two divisions are 
involved, it is almost invariably the case that, in 
any given paroxysm, the pain does not appear 
simultaneously in both, but starts in the division in 
which it first developed and is then referred to the 
other division. Moreover, it has often been observed 
that an alcohol injection into the division first 
involved is sufficient to control the pain in both 
divisions. 

Therefore, Frazier now sections only that portion 
of the ganglion which contains the fibers destined 
for the nerve which supplies the site of the original 
pain. 

Because of the preservation of a portion of the 
sensory root, the area of anesthesia after the opera- 
tion is relatively small and possible areas of paras- 
thesia are reduced to the minimum. 

GrBert C. ANDERSON, M.D. 
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SYMPATHETIC NERVES 


Roubacheff, S.: The Results of Periarterial Sym- 
pathectomy According to an Inquiry Made 
Among Russian Surgeons in 1926 (Résultats de 
la sympathectomie périartérielle d’aprés une en- 
quéte faite en 1926 parmi les chirurgiens Russes). 
Rev. de chir., Par., 1927, xlvi, 341. 


Of the surgeons who replied to the author’s 
questionnaire regarding periarterial sympathectomy, 
thirty-five had performed the operation. The total 
number of operations performed by them was 299. 
The conditions for which it was done were gangrene, 
ulcers of various origins, causalgia, perforating ulcer 
of the foot, Raynaud’s disease, articular tuber- 
culosis, chronic osteomyelitis, arthritis deformans, 
the congenital myotonia of Thomsen, contractures, 
and dysmenorrhea. 

In articular tuberculosis the results were negative. 

Of the thirteen cases of chronic osteomyelitis, 
only one seemed to be benefited. 

In arthritis deformans, the congenital myotonia 
of Thomsen, and contractures, the results were neg- 
ative. 

Dysmenorrhoea was relieved immediately. 

Of twenty-nine cases of causalgia, sixteen were 
cured and twelve were definitely benefited. 

Of the eleven cases of Raynaud’s disease, a definite 
cure for at least a year was obtained in five, and 
improvement in three. 

Perforating ulcers of the foot were cured in four 
of six cases. 

Of fifty-one chronic ulcers of various origins, all 
of which were located on the lower extremities, 
rapid cicatrization resulted in about one-half, but 
complete and permanent healing occurred in only 
about a fourth. 

Fifty-nine of 118 patients with gangrene were 
at least benefited immediately after the operation. 
In forty-two, the result was negative. 

ALBERT F, DEGRoatT, M.D. 














CHEST WALL AND BREAST 


Pautrier, L. M., Levy, G., and Diss, A.: Paget’s 
Disease of the Nipple Is Not a Simple Pre- 
cancerous Dyskeratosis, But a True Epidermo- 
trophic Carcinoma Requiring Early and Com- 
plete Removal of the Breast (La malade de Paget 
du mamelon n’est pas une simple dyskératose 
précancéreuse mais un véritable cancer épidermitrope 
nécessitant l’ablation totale et précoce du sein). 
Presse méd., Par., 1927, XXXV, 993, 1041. 


Paget’s disease of the nipple occurs most fre- 
quently in women about forty years of age. In men, 
it is rare. It is characterized by a crusted or warty 
lesion of the nipple or areola which, in its early 
course, may be associated with a blood discharge 
from the nipple. The discharge may occur even 
before any skin manifestation is present. Ultimately 
the lesion becomes eroded or ulcerated. It is often 
diagnosed as eczema though close inspection will 
show small epidermal islets, a definite marked 
border, and an indurated base. Eczema of the nipple 
is due as a rule to pregnancy or scabies. In the later 
stages of Paget’s disease, the nipple retracts and 
nodules are felt first in the breast and soon thereafter 
in the axilla. 

Darier localized the pathological changes in the 
epidermis. He at first mistook the large round cells 
for coccidia, but later realized his error. He grouped 
under the generic term “‘dyskeratosis”’ four different 
affections—Paget’s disease, Darier’s disease, mollus- 
cum contagiosum, and Bowen’s dermatosis—claim- 
ing that they are all characterized by the presence 
of large cells (isolated malpighian cells) which 
differentiate from their neighbors and undergo 
individual morphological and clinical changes. 
Following Darier’s lead, most French dermatologists 
accepted the term ‘“‘dyskeratosis” and looked upon 
Paget’s disease as a condition which may or may 
not terminate in carcinoma. 

Histologically, Paget’s disease is characterized by 
the presence in all of the layers of the epidermis of 
numerous large abnormal cells which the authors 
call ‘‘Paget cells.’ These are large spherical cells 
devoid of intercellular bridges, with clear cytoplasm 
and large vesicular, often hyperchromatic, nuclei 
showing several nucleoli. Karyokinesis is frequent 
and may be atypical and multiple. The cells appear 
to reach the upper layers of the skin by active 
invasion of the epidermis rather than by being 
carried upward by the surrounding cells. The so- 
called mantle cells so often described are in reality 
malpighian cells which have been invaded by the 
Paget cells. The large round bodies so often em- 
phasized in descriptions of Paget’s disease are ab- 
normally keratinized epidermal cells and are rarely 
present. No transition has ever been observed be- 
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tween the epidermal cells and Paget cells. As no 


histological change can be detected between th« 
cells seen early in the condition and those found 


when carcinoma is frankly present, it does not appear 


logical to assume that the cells may at one time be 
benign, as they are said to be in the early stages of 
the disease, and later become malignant. In the 
authors’ opinion, Paget’s disease should not be in- 
cluded among the dyskeratoses and is surely car- 
cinomatous from the beginning. 

The authors agree with Masson that the condition 
is a carcinoma of the lactiferous ducts. In an early 
case in which no nodules were found in the breast, 
they were able to demonstrate a glandular epitheli- 
oma in the lactiferous ducts just below the apex of the 
nipple. The cells of this carcinoma were identical 
with those found in the skin, and a careful histologi- 
cal study with special staining showed them to be 
glandular cells. The authors conclude that the 
condition is primarily a carcinoma of the ducts or 
other deep glandular structures in which the cells 
are epidermotrophic, that is, have migrated to and 
through the skin. 

In support of their conclusion the authors cite also 
the occurrence of Paget’s disease in regions of the 
body other than the breast. Among a series of such 
cases reported in the literature they found several 
which were undoubtedly cases of Paget’s disease in 
which the cutaneous condition was associated with 
carcinoma of some deeper structure—Paget’s disease 
of the perineum with carcinoma of the rectum; 
Paget’s disease of the glans penis with carcinoma of 
the urethra; Paget’s disease of the skin of the 
abdomen with carcinoma of the sebaceous glands; 
and Paget’s disease of the skin of the arm with 
carcinoma in a nevus. In all of these cases the 
process was the same—a deep carcinoma of glandu- 
lar structures which infiltrated upward into the skin. 

Micwaet L. Mason, M.D. 


Iselin, H.: The Treatment of Cancer of the Breast 
by X-Rays After Operation. Proc. Roy. Soc. 
Med., Lond., 1927, xxi, 53. 


The author agrees with Handley that the exten- 
sion of carcinoma of the breast occurs largely by way 
of the lymphatics, the blood stream being respon- 
sible for such extension only late and to a much less 
extent. For a number of years, DeQuervain has 
been treating cancer of the breast conservatively. 
In the relatively hopeful cases he leaves the pectoral 
muscles intact, but removes the fascia extensively 
and cleans out the axilla. 

Iselin believes that the so-called intensive X-ray 
therapy is contra-indicated in breast cancer because 
the damage it does to the surrounding tissues lowers 
the resistance of these tissues to the advance of the 
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malignant lesion. Moreover, in addition to this 
effect, it has an unfavorable influence upon the blood 
and the rest of the body. In support of this con- 
clusion, Iselin cites experiments he carried out on 
rats. Although the rats were protected by thick 
lead tubing and only their extremities were irra- 
diated, a decided infiltration of the cornea was found 
later. 

In Iselin’s cases of breast cancer the postoperative 
irradiation is begun early, as soon as the patient has 
recovered from the operation—usually during the 
first week. Iselin has never seen any harm from 
treatment begun early. At first he gives one Sabou- 
raud unit at a sitting, beginning with the irradiation 
of the supraclavicular and infraclavicular fossa and 
axilla from both the front and the back. The irra- 
diation from the front is done with a filter of from 
2 to 3 mm. of aluminum and a distance of 24 cm., 
and that from the back with a filter of from 3 to 5 
mm. of aluminum and a distance of 50 cm. At the 
end of the first week the irradiation of the under- 
segment of the side and of the whole back is carried 
out. Three weeks later, a second irradiation is given 
on the affected side with the use of a filter of from 
2 to 3 mm. of aluminum. 

The general condition is always considered in 
determining the rate of irradiation. Following the 
second irradiation of the affected side, the treat- 
ment of the normal breast is carried out. For this, 
a 2-mm. filter is sufficient as a rule. 

After the treatment, the patient is kept under 
close observation for a period of years and is seen at 
frequent intervals, usually every month. At each 
visit, a careful physical examination is made. The 
presence of intercostal neuralgia is of importance 
as it often denotes spinal metastasis. When recur- 
rence or metastasis occurs, the use of weak filters 
will cause the skin to break down. Both the filters 
and the irradiation must be strengthened. Iselin 
reports the following results: 

A patient operated upon in 1904 had carcinoma- 
tous metastases in the supraclavicular glands in 
1906. She was irradiated up to the point of slight 
injury of the skin. Two small recurrences developed 
in the scar. One was excised and the other irra- 
diated. The patient has now remained well for 
twenty years. 

In two other hopelessly inoperable cases, equally 
good results were obtained. In another case, the 
patient was operated upon in 1906 for a rapidly 
spreading medullary carcinoma. The prognosis 
appeared to be very unfavorable, but the patient is 
still alive. In this case no irradiation was given. 
Iselin explains the cure by assuming that the inflam- 
matory reaction from the operative shock so stimu- 
lated the cells of the body that the carcinoma cells 
were destroyed. 

A case is cited also to show the importance of the 
resistance of the normal tissues surrounding a car- 
cinoma. 

With the use of the technique described, Iselin 
was able to obtain 50 per cent improvement in the 
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results of operation in the Basel clinic in the period 
from 1906 to 1913. In twenty-eight cases which were 
not irradiated,immunity from recurrence and metas- 
tasis was obtained for three years in 18 per cent and 
for five years in 12 per cent. Of the irradiated cases 
—twelve with a radical operation, eighteen with a 
non-radical operation, and six with a recurrence and 
glandular metastases—immunity was obtained for 
three years in 39 per cent and for five years in 30 
per cent. In 1927, seven of the patients who were 
treated by irradiation in 1918 were in good health, 
two had died of cancer, and three had died of other 
diseases or old age. Of the patients still living, none 
had had a pure scirrhous carcinoma. 

Iselin has found that in inoperable cases, X-ray 
treatment often renders the case operable. 

ALTON OcHSNER, M.D. 


TRACHEA, LUNGS, AND PLEURA 


Mandelbaum, M. J.: Reverse Tracheotomy (An 
Original Method for Rapid Tracheotomy, with 
a New Instrument). Preliminary Report. 
Laryngoscope, 1927, xxxvii, 827. 

The author presents an original method of reverse 
tracheotomy which has been tested on animals, 
human cadavers, and patients. The reverse tra- 
cheotome is a scythe-shaped hollow cannula curved 
on its long axis in an arc equaling about half a cir- 
cle. At the upper end is the handle, and beneath 
this is the cannula-opening through which the knife 
end of the shaft is inserted. 

The patient is operated upon in the sitting or lying 
position. The operator uses his right hand to pass 
the tracheotome while his left index finger is in- 
serted over the dorsum of the tongue to hook over 
the epiglottis and thus fix the larynx and from there 
is forced between the vocal cords to emerge between 
any of the interspaces of the upper three or four 
tracheal rings. After the skin puncture has been 
made a proper tracheotomy tube can be inserted. 

By this procedure, severe hemorrhage, asphyxia- 
tion, unsatisfactory tracheal openings, and septic 
pneumonia or lung abscess may be avoided. The 
insertion of the tracheotome into the cesophagus 
may be avoided by: (1) passing the instrument 
between the vocal cords by direct or indirect vision 
and verifying its presence in the tracheal canal by 
feeling its distal end between the tracheal rings, or 
(2) placing the ear near its upper end to determine 
whether air is coming through the tube. 

The author does not claim that this method should 
replace the classical operation, but offers it as an 
additional procedure which, under certain conditions, 
may prove of value. Grorce R. McAuutrr, M.D. 


Smyth, D. C., and Schall, LeR. A.: Pneumography 
by Lipiodol: Its Present Uses and Limitations. 
Boston M. & S.J., 1927, cxcvii, 891. 

The authors state that there is no “simplified 
method ” of using iodized oil to obtain information in 
obscure lung conditions. They believe that iodized 
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oil should be employed in obscure conditions only 
when other diagnostic methods have failed. 

In the Thoracic Clinic at the Massachusetts 
General Hospital, patients with tuberculosis are not 
subjected to bronchoscopy or X-ray examination 
with the use of lipiodol. 

In the diagnosis of lung abscess, lipiodol has not 
proved of material assistance. Abscess cavities usu- 
ally communicate imperfectly with the bronchi. The 
introduction of oil after the aspiration of pus from 
the terminal bronchus was often followed by massing 
of the oil which was erroneously interpreted. Experi- 
ments on dogs have demonstrated that 4o per 
cent of lungs injected with lipiodol show the picture 
of pulmonary abscess. Solutions weak enough to 
prevent massing are too weak to cast shadows. 

In the method now used by the authors, the oil is 
introduced into the main bronchus at body tempera- 
ture following thorough cleansing by bronchoscopy 
and the patient is then placed in a position which will 
cause the oil to enter the desired area. In true lung 
abscess it has been found impossible to obtain fluid 
levels, and to date only two cases have been seen 
in which the abscess communicated with the bron- 
chus so that direct bronchoscopic examination was 
possible. 

Bronchiectasis and stenosis can be easily demon- 
strated by the use af the oil, but bismuth subcarbo- 
nate powder gives better delineation. 

In the authors’ opinion, any case obscure enough 
to require pneumography as an aid to diagnosis is 
obscure enough to require diagnostic bronchoscopy, 
and of the two procedures the latter is the more 
important at the present time. 

W1ttiAM E. SHACKLETON, M.D. 


(ESOPHAGUS AND MEDIASTINUM 


Friedenwald, J., Zinn, W. F., and Feldman, M.: 
Cancer of the @Hsophagus. Am. J. M. Sc., 1927, 
clxxiv, 609. 

Cancers of the cesophagus constitute a very con- 
siderable percentage of carcinomata of the gastro- 
intestinal tract, their reported frequency ranging 
from 5 per cent (Gutman) to 20 per cent (Portis). 
This article is based on a study of 128 cesophageal 
cancers occurring in 600 cases of carcinoma of the 
gastro-intestinal tract. 

The disease is most common between the for- 
tieth and sixtieth years of age, but has been known 
to occur before the fortieth year. The average age 
at which it develops is the fifty-fifth year in males 
and the forty-eighth year in females (Turner). It 
is from five to seven times more common in males 
than in females. 

The growth is usually located at one of the phys- 
iological narrowings of the cesophageal lumen— 
the entrance of the oesophagus or the aortic, bron- 
chial, or diaphragmatic constriction. Vinson and 
Turner agree that in females the growth is found 
most commonly in the upper third of the cesophagus 
whereas in males it is usually situated lower. 
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Squamous-celled epitheliomata and adenocarci- 
nomata constitute more than go per cent of ceso- 
phageal tumors. (Esophageal carcinoma is usually 
primary in the cesophagus, but occasionally may be 
secondary to carcinoma of the pharynx, thyroid, or 
cardia. It attacks the mucosa first. Later it spreads 
from this superficial beginning to involve a large 
portion of the esophagus. Its direction of growth 
may be longitudinal or vertical. Eventually the 
cesophageal lumen becomes occluded and hyper- 
trophy and dilatation occur above the lesion. The 
tumor cells invade the outer coats of the cesophagus 
and extend to the surrounding structures, and adhe- 
sions form between the cesophagus and these struc- 
tures. Infiltration of the cervical glands and some- 
times of the left supraclavicular glands may occur 
early. The tumor may perforate into the bronchi, 
lungs, aorta, or pericardium, and may form metas- 
tases in the lungs, pleura, spine, and thyroid. 
Hemorrhage from the erosion of a vessel is a frequent 
cause of death. 

The early symptoms of cancer of the oesophagus 
are vague and uncertain. Before there is any inter- 
ference with deglutition the patient may complain 
only of unusual sensations in swallowing and a lump 
in the throat. Other symptoms are slight discomfort 
in the back, beneath the xiphoid cartilage, or in the 
shoulder or abdomen, a cough, hiccup, and increased 
mucus secretion in the throat. One of the most 
prominent later symptoms is dysphagia. In its 
early stages the dysphagia is usually intermittent 
and occasioned only by spasm. Early ulceration 
may be responsible for the regurgitation of small 
amounts of blood and the appearance of blood in 
the stools. Pain, cough, and hoarseness are usually 
late symptoms. The authors report a case in which 
cough and hoarseness were early symptoms, but 
there was no pain or dysphagia at any time. Even- 
tually the condition causes intense pain and severe 
and progressive difficulty in deglutition. Dilatation 
above the obstruction is greatest when the obstruc- 
tion is in the lower third of the cesophagus. In the 
later stages the usual general symptoms of carci- 
noma appear, and with the invasion of other struc- 
tures, still other symptoms are produced. 

Cancer of the cesophagus should be suspected 
when there is a complaint regarding deglutition, 
especially in the case of a male over forty years old. 
The only procedures necessary for the early diagno- 
sis are roentgen-ray examination and cesophagos- 
copy. (£sophagoscopy should always be preceded 
by fluoroscopy. Under the fluoroscope, the earliest 
sign is a slight irregularity without delay of the 
barium. Discomfort is frequent as the barium 
reaches the lesion. Films are unsatisfactory in the 
early stages. (sophagoscopy gives the most 
accurate information, but is not without danger as 
perforation may result from the instrumentation. 
It is of advantage for direct visualization and the 
removal of a piece of tissue for biopsy. 

According to Jackson, the indications of early 
cancer as seen on cesophagoscopy are: (1) absence 
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of one or more of the normal radial creases between 
the folds; (2) asymmetry of the inspiratory enlarge- 
ment of the lumen; (3) a sensation of hardness of 
the wall on palpation with the tube; and (4) failure 
of the involved wall to wrinkle readily when it is 
pushed upon with the tube mouth. 

Other characteristics emphasized by Jackson are a 
tendency of the cesophagus to bleed, rigidity of the 
cesophageal wall, and absence of dilatation above 
the lesion except in the advanced stages of the 
condition. 

In the differential diagnosis the following condi- 
tions must be ruled out: benign strictures, such as 
those caused by the swallowing of caustics; syphilitic 
strictures; simple ulcers with stricture; cardio- 
spasms with idiopathic dilatation of the cesophagus; 
and external pressure on the cesophagus from an 
aneurism, mediastinal tumor, or affection of the 
spine. 

The prognosis is always poor, but the squamous- 
celled epithelioma is less malignant than the adeno- 
carcinoma. The duration of symptoms averages 
four and a half months, but ranges from three weeks 
to two years. 

The immediate cause of death is inanition, cache- 
xia, perforation, or hemorrhage due to the ulcera- 
tion of a large vessel. 

When the diagnosis is established, surgical inter- 
ference must be considered. Removal has been 
moderately successful in a few cases and its results 
would undoubtedly be improved if the patients 
came to operation earlier. Gastrostomy is the best 
palliative procedure, but should be performed before 
the very late stages, while the patient is still in good 
condition. It gives great temporary relief and pre- 
vents death from starvation. 

Dilatation with bougies is of doubtful value and 
associated with the danger of perforation. Radium 
and the roentgen rays give little relief. The use of 
radium has caused perforation. 

The diet should be regulated to prevent irritation. 

Palliative measures are advocated, since radical 
removal is associated with great danger and only a 
remote chance of success. E. S. Pratt, M.D. 


Carrington, G. L.: Experimental Surgery of the 
Csophagus. Ann. Surg., 1927, |xxxvi, 505. 

A number of approaches have been tried for opera- 
tive work on the cesophagus. In the neck, an in- 
cision along the anterior border of the sternocleido- 
mastoid muscle gives satisfactory access. In the 
chest, the long intercostal incision popularized by 
Torek and the posterior mediastinal route are used 
most frequently. A few surgeons prefer the anterior 
route, removing the sternum. 

With regard to the necessity for drainage there is 
a difference of opinion. Some surgeons establish air- 
tight drainage while others close the wound air-tight 
without a drain. Maintenance of lung expansion is 
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of first importance as the pleura seems to be more 
easily infected in the presence of a pneumothorax. 

In the technique used in the author’s experiments 
on dogs, the cesophagus was encircled by 2 narrow 
tapes placed 2 in. apart and drawn tight enough to 
prevent leakage but not tight enough to damage the 
muscular coat. Next, an antiseptic solution was 
injected through a small incision or by means of a 
Luer syringe and left for a sufficiently long time for 
sterilization. The cesophagus was then cut and the 
anastomosis made with a row of continuous sutures 
through all of the coats, a row of interrupted 
Lembert sutures through the muscle and adventitia 
invaginating the first row, and a row of 6 interrupted 
Lembert sutures through the muscle and adventitia 
to relieve tension. 

The results were successful in 50 per cent of the 
dogs on which this operation was performed by the 
cervical route and in 33% per cent of those on which 
it was done by the thoracic route. Strictures were 
avoided by establishing the anastomosis with the 
viscus fully expanded. Marginal ulcers at the site of 
the anastomosis were caused by the sutures in almost 
all of the animals, but Carrington considers silk 
better than catgut because of its durability. The 
chief problems in esophageal surgery are the pre- 
vention of tension and infection. 

CHESTER L. CREAN, M.D. 


MISCELLANEOUS 


Melville, S.,and Others: Discussion on X-Rays in 
the Diagnosis of Intrathoracic Growths. Brit. 
M...J., 2927, 8, 725. 

Since the roentgen ray has been used in the exam- 
ination of chest lesions, the diagnosis of intrathoracic 
growths has been greatly facilitated. 

Of benign neoplasms, the authors discuss fibro- 
mata and teratomata. The roentgen evidence of a 
fibroma is a well-defined, rounded opacity usually 
arising from the posterior wall of the thorax. The 
use of artificial pneumothorax may aid greatly in its 
recognition. Teratomata commonly arise in the 
anterior part of the chest; they are fairly well defined 
though often markedly irregular. 

Carcinoma of the lung is comparatively common, 
constituting over 4 per cent of all carcinomata. The 
roentgen signs presented by it depend largely on the 
stage of its development, its location, and the 
secondary manifestations produced by it. The 
occurrence of sarcoma as a primary malignancy of 
the lung is doubtful. The glandular enlargements of 
Hodgkin’s disease are usually associated with similar 
enlargements elsewhere. Tumors of the mediasti- 
num, although readily recognizable as such in the 
roentgen examination, frequently cannot be differ- 
entiated as to their origin or nature. To decide 


whether or not pulsation is transmitted is often 
Apoten Hartune, M.D. 


difficult. 
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GASTRO-INTESTINAL TRACT 


Brunn, H.: Cardiospasm. Surg. Clin. N. Am., 1927, 
vii, 1295. 

Brunn states that the cause of cardiospasm is un- 
known and that the term ‘“‘cardiospasm”’ is a mis- 
nomer as the condition is not in the cardiac end of 
the stomach but at the lower end of the cesophagus. 
The symptoms are fairly typical. 

A case operated upon by Brunn was that of a man 
forty-eight years of age who first noted difficulty in 
swallowing twenty-five years previously. For three 
months before he consulted Brunn he had been un- 
able to swallow solid food. 

X-ray examination showed marked dilatation of 
the cesophagus, and cesophagoscopy revealed a sac 
about 8 cm. in diameter. 

As it was clearly evident that Plummer dilators 
would not pass through the small opening into the 
stomach, the method of Mikulicz was used, the 
stomach being opened and the cesophagus dilated 
manually. A four-finger dilatation was obtained. 

The patient made an uneventful recovery, gained 
30 lbs., and is now able to swallow any kind of food 
without discomfort. Harry W. Frvx, M.D. 


Starlinger, F.: The Results of Twenty-Five Years’ 
Operative Treatment of Gastric and Duodenal 
Ulcer (Ergebnisse 25 jaehriger operativer Therapie 
der Geschwuerskrankheit des Magens und Zwoelf- 
fingerdarms). Arch. f. klin. Chir., 1927, cxlvii, 8. 

In the cases of 562 patients treated for gastric or 
duodenal ulcer, 619 operations were performed with 
a total mortality of 7.7 per cent. These operations 
included interventions done elsewhere so far as they 
could be determined. 

Of the 262 patients who were operated upon radi- 
cally at the first operation, 7.6 per cent died, while 
of the 300 treated conservatively at first, 7.7 per cent 
died. Of the 485 patients who were operated upon 
before December 31, 1925, 250 were traced. Of the 
latter, 89.2 per cent may be considered cured, while 
10.8 per cent are either unable to work or have 
symptoms which preclude the assumption that the 
ulcer has healed. The uncured patients constitute 
4.4 per cent of those operated upon radically and 
16.1 per cent of those treated conservatively. 

If it be assumed that the results in the untraced 
cases were the same and that those in the 177 cases 
treated recently will be similar, the incidence of cure 
in 562 surgically treated cases would be 81.5 per cent 
and that of failure, including operative deaths and 
cases with persisting symptoms, would be 18.5 per 
cent. Failure resulted in 23.8 per cent of all cases 
treated conservatively and in 12 per cent of those 
treated radically. In forty-three cases, two or more 


interventions were necessary to obtain a cure. If each 
re-operation is regarded: as a failure of the primary 
operation even when recovery was obtained eventu- 
ally, the incidence of failure is increased to 23.3 per 
cent. Only by the strictest criteria does the author’s 
incidence of success fall below the averages reported 
by Guleke. 

Starlinger estimates that in nearly one-fourth of 
all cases operated upon there is little or no improve- 
ment. There is as yet no operative treatment that 
will give relief or assure a cure in every case of 
gastric or duodenal ulcer. Although the Billroth I 
and II resections are considered the best procedures, 
we cannot be entirely satisfied with their results. 
Without doubt, great advances have been made in 
the last twenty-five years, but the goal is far from 
being reached. 

According to the theories of the Innsbruck Clinic, 
laparotomy is indicated following unsuccessful med- 
ical treatment when the X-ray findings are at least 
highly suggestive of ulcer, the clinical manifestations 
of ulcer are distinct, and the diagnosis is further 
confirmed by the gastric chemistry and the presence 
of blood in the stools. The desire of a patient to 
resume his work in the shortest possible time should 
also be taken into consideration. The slightest sug- 
gestion of malignancy indicates exploration. Resec- 
tion is desirable but not imperative. The method of 
choice is the ante-colic Billroth II procedure with a 
Braun anastomosis. 

In inoperable gastric ulcer, the Lempp jejunos- 
tomy is advisable, but the patient’s permission must 
be obtained before the operation is performed. In 
inoperable duodenal ulcer, an anterior gastro-enter- 
ostomy plus entero-anastomosis should be done. In 
cases with negative macroscopic findings, severe 
clinical symptoms, and unsuccessful results from 
medical treatment, and in cases with hypertrophy of 
the pylorus, resection is indicated. In mild cases, 
exploratory gastrotomy should be done and followed 
by closure of the abdomen without further work if 
the findings are negative. Drainage should be estab- 
lished only if there is uncertainty as to the possibil- 
ity of suture. In incomplete perforation, operation 
should be delayed until as latent a period as possible. 
Acute bleeding ulcer requires immediate resection. 
When peptic ulcer of the jejunum is suspected, an 
exploratory laparotomy and possibly radical oper- 
ation will be necessary. Sleeve resection and pyloric 
exclusion are no longer used in the treatment of 
ulcer at the Innsbruck Clinic. 

As stated before, there is no optimal method of 
treating all cases of gastric and duodenal ulcer. The 
ingenious idea of Nikoladonis, worked out by 
Woelfler, has left its impression on the gastric sur- 
gery of the past twenty-five years in the form of the 
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gastro-intestinal fistula. The establishment of such 
a fistula has been the method of choice either as an 
independent procedure or in the form of the Billroth 
Il method or its modifications. The unmistakable 
tendency to return to the Billroth I method and the 
adoption and modification of this method by von 
Haberer indicate the change in our treatment. 

In the further development of the treatment it is 
possible that gastrojejunostomy in the form of the 
Billroth II procedure will be reserved for those few 
cases of ulcer in which, after subtotal resection, 
anastomosis by the Billroth I method or termino- 
lateral gastroduodenostomy is impossible because of 
too great tension or these procedures are interfered 
with by extensive adhesions about the descending 
duodenum. It will be a question whether even in 
such cases a von Eiselsberg jejunostomy is not pref- 
erable. The constantly increasing number of post- 
operative jejunal ulcers developing even after the 
radical Billroth II operation is so depressing that 
it seems questionable whether gastrojejunostomy in 
any form is justifiable. Gtass (Z). 


Lewisohn, R.: Gastroduodenal Ulcers: Partial 
Gastrectomy Versus Gastro-Enterostomy in 
Their Surgical Treatment. J. Am. M.. Ass., 
1927, Ixxxix, 1649. 

Horsley, J. S.: Partial Gastrectomy. J. Am. M. 
Ass., 1927, Ixxxix, 1652. 

LewIisoHN, following the lead of European sur- 
geons, particularly those of Germany and Austria, 
advocates partial gastrectomy for both gastric and 
duodenal ulcers. Although in gastric ulcer the choice 
of resection has become fairly well established, the 
proper surgical treatment of duodenal ulcer is still 
a subject of controversy. The author gives again 
the statistics from Berg’s clinic at the Mount Sinai 
Hospital, New York, which led him to abandon gas- 
tro-enterostomy in favor of partial resection. He 
does not agree with Woolsey that the high incidence 
of gastrojejunal ulcer following gastro-enterostomy 
at the Mount Sinai Hospital is due to the fact that 
many of the patients are Jews. 

The disadvantages of gastro-enterostomy for duo- 
denal ulcer may be summed up as follows: 

1. Many ulcers are not cured by this method. 

2. Local excision of duodenal ulcers is often not 
feasible or possible. 

3. Gastro-enterostomy for healed ulcer with 
stenosis is not practical because it is impossible 
to tell by palpation whether or not an ulcer has 
healed. 

4. Resection is difficult after gastro-enterostomy. 

5. Gastro-enterostomy does not safeguard against 
hemorrhage. 

6. Partial gastrectomy produces in most cases an 
achlorhydria which appears to be an important 
factor in preventing gastrojejunal ulcer. 

7. Gastro-enterostomy seems to have a mortality 
as high as, or higher than, that of resection. 

Lewisohn points out that the stomach which is 
removed in a case of duodenal ulcer is not normal as 
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the pyloric end shows a marked gastritis in almost 
every case. 

The contra-indfcations to resection are severe 
diseases of the kidneys, lungs, and circulatory 
apparatus, and cases in which the ulcer is so near 
the common duct that radical removal is inadvis- 
able. There were but twocases of recurrence of symp- 
toms among thirty-seven patients subjected to 
resection for duodenal ulcer. Lewisohn believes 
that in both the failure was due to the removal of 
too small a portion of the stomach. 

Horsey emphasizes the physiological activities 
of the stomach—digestive, absorptive, and motor. 
He states that the great majority of gastric dis- 
orders giving rise to symptoms are due to a dis- 
turbance of motor function, either direct or reflex. 
The importance of the lesser curvature to the motor 
activities of the stomach must be borne in mind. 
The influence of the nervous system on the stomach 
is of importance, but has been overemphasized. The 
attempt to standardize operative procedures on the 
stomach is wrong; each case should be treated accord- 
ing to its particular requirements. No one type of 
gastrectomy is applicable to every case. The bases 
of all gastrectomies are the Billroth I and II pro- 
cedures and their numerous modifications. 

It is best to attempt to restore the gastric outlet 
by anastomosing the distal end of the stomach to 
the duodenum if this is possible. Horsley describes 
briefly a modification of the Billroth I operation 
which he has been using with very satisfactory 
results for four years. The anastomosis of the duo- 
denum to the stomach is made along the lesser cur- 
vature of the stomach rather than along the greater 
curvature, the lesser curvature being thereby kept 
in line with the duodenum. After the posterior 
sutures have been placed, the anterior wall of the 
duodenum is split for a distance of from 1 to 1% in. 
In this way the diameter of the duodenal stump is 
increased so that often an end-to-end anastomosis 
can be done. If an end-to-end anastomosis is im- 
possible, the redundant stomach can be easily 
infolded. The dangerous “‘triangle’”’ is thus elim- 
inated. 

This operation has been performed on eighteen 
patients, and in every case the postoperative course 
was remarkably smooth. In eleven cases it was done 
for ulcer; in six, for cancer; and in one, for gas- 
trocolic torsion. All of the patients with ulcer re- 
covered though one had a severe postoperative 
hemorrhage and another had a hemorrhage two 
years after the operation. Of the six patients with 
cancer, one died as the result of the opening up of an 
inflammatory mass on the surface of the pancreas. 
Of the five others, one is living sixteen months after 
the operation, two died ten and nine months respec- 
tively after the operation, and two were operated 
upon only recently. 

In the discussion of these reports, C. H. Mayo 
stated that even when half of the stomach is re- 
moved we are not sure that we are removing all of 
the acid from the stomach, and even if all of the 
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.acid is removed we cannot be sure that such re- 
moval will prevent ulcer formation since marginal 
ulcers may occur with achylia. He regards Horsley’s 
suggestion of making the anastomosis along the 
lesser curvature as important, but called attention 
to the fact that unfortunately most ulcers occur 
along this curvature. 

CRILE said that resection gives the most satis- 
factory results in gastric ulcer but not in duodenal 
ulcer. In duodenal ulcer, however, resection may be 
necessary if other treatment fails. The type of 
operation indicated varies with the case. 

LAHEY emphasized the necessity of trying medical 
treatment persistently and adequately before assum- 
. ing that it has failed. In the cases of patients who 
have developed a gastrojejunal ulcer following 
gastro-enterostomy, gastrectomy is the best opera- 
tion if the stomach can be delivered and the general 
condition is good. For cases of gastric or duodenal 
ulcer in which medical treatment has failed, and 
particularly in those in which bleeding has occurred, 
Lahey prefers partial gastrectomy unless the patient 
is a poor risk and the stomach cannot be readily 
delivered, when a gastro-enterostomy should be 
done and followed by a strict dietary and medical 
régime. 

GILBRIDE said that, up to the present time, 
gastro-enterostomy with modifications to meet the 
requirements of the particular case has proved to 
be the most satisfactory procedure. The effects of 
the removal of half of the stomach are not known, 
and as a routine measure partial gastrectomy is 
unsurgical. 

ARN reported that of 200 patients subjected to 
gastro-enterostomy who were re-examined because 
of recurrence of symptoms at a veterans’ hospital 
where they had been sent by the Veterans’ Bureau, 
none gave a history of adequate medical treatment 
before the operation. 

LEwISsoHN stated that all of his patients had had 
medical treatment before operation. 

Hors ey said that medical treatment should be 
given in practically every case of peptic ulcer 
whether operation is indicated or not, and that for 
ulcers of brief duration with mild symptoms, and 
especially those in the duodenum, it is all that is 
necessary. However, it is not wise to continue 
medical treatment for years. 

Micwaet L. Mason, M.D. 


Bohmansson, G.: On Secondary Resections of the 
Stomach in Disease Conditions After Gastro- 
Enterostomy. Acta chirurg. Scand., 1927, \xii, 86. 


The author reviews fourteen cases in which a 
gastro-enterostomy was performed and the symp- 
toms recurred or increased after a shorter or longer 
period of time. The question as to what measures 
give the best prospects for improvement when inter- 
nal treatment and a well-adapted diet fail to give 
satisfactory results, can be best answered by dividing 
the cases into two groups according to the location 
of the symptoms. 
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Most of the cases were diagnosed as gastralgia with 
the so-called Dénéchan secondary syndrome. The 
clinical picture was the same whether the resected 
specimen showed only a more or less chronic type of 
suppurative gastritis or, in addition, a peptic ulcer. 
In such cases partial gastrectomy gives a good result 
whether ulcer is present or not. The clinical symp- 
toms seem to depend more upon the inflammatory 
changes than upon ulceration, and the typical 
periodicity in the clinical course evidently depends 
upon the different stages of the gastritis. 

The author’s second group of cases were those in 
which the symptoms were ascribed entirely or in 
part to the intestine and there was a more or less 
typical colitis. In several of the cases the gastro- 
enterostomy seemed to have been performed on 
insufficient indications. In others, the disposition 
toward the development of colitis, which may have 
been present before the operation, was manifested by 
severe intestinal pain after the gastro-enterostomy. 
In such cases it is chiefly the changed type of 
gastric evacuation with transitory overfilling of the 
small intestine that is unfavorable to digestion in 
the postoperative period and favors postoperative 
intestinal symptoms. The treatment indicated is 
removal of the gastro-enterostomy opening. By this 
measure the results of dietetic treatment are im- 
proved even though a complete cure is not assured. 
There seem to be no indications for partial gastrec- 
tomy in these cases. 

The restoration of a physiological passageway and 
of fractional active evacuation seem to be the factors 
of chief importance in the prevention of severe 
postoperative intestinal disturbances. 


Steinberg, M. E., Brougher, J. C., and Vidgoff, I. J.: 
Changes in the Chemistry of the Contents of 
the Stomach Following Gastric Operations. 
Arch. Surg., 1927, XV, 749. 


The reason for the decrease in the gastric acidity 
after gastrectomy is much disputed. Some investiga- 
tors believe that the important factor is the lack of 
stimulation of the fundic glands by the contact 
of foodstuffs with the antral mucosa. Others are of 
the opinion that more rapid emptying and neutral- 
ization by regurgitation of duodenal contents are 
the principal factors. It is evident, however, that 
resection does not remove the acid-secreting mucosa 
since the antrum contains only pyloric glands which 
secrete no acid. 

In experiments on dogs, the authors studied the 
response to a meat meal in a Pawlow pouch before 
and after gastro-enterostomy and before and after 
antrum resection. The amount of secretion was 
slightly decreased after gastro-enterostomy and 
reduced one-half after resection, but in neither case 
was the acidity changed. 

In another experiment they introduced hydro- 
chloric acid into the stomach before and after a 
gastro-enterostomy and after a resection of the 
antrum in which the gastro-enterostomy was left 
intact. Normally it required at least an hour for the 
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acid to be reduced to 0.15 per cent, while after the 
gastro-enterostomy this occurred in from thirty to 
forty-five minutes and after the resection it occurred 
even more rapidly. 

In a fourth experiment the stomach was divided 
and external fistulae to the fundus and the antrum 
were connected externally by a glass tube. When 
beef extract was introduced into either the antrum 
or fundus the antrum secreted no acid, whereas the 
fundus secreted acid in either case. 

In the fifth experiment the response to beef ex- 
tract and to hydrochloric acid was observed before 
and after resection of the antrum and after regurgi- 
tation of the duodenal contents was prevented by di- 
viding the duodenum above the anastomosis and 
uniting it totheileum. After resection of the antrum, 
neutralization occurred rapidly, but after diversion 
of the duodenal contents to the ileum; high acidity 
persisted until no more contents could be aspirated. 
These findings demonstrated that the change in the 
chemistry of the stomach contents after antrum 
resection is due chiefly to the regurgitation of alka- 
line duodenal juices. Burton CLarK, Jr., M.D. 


MacLennan, A.: Congenital Abnormalities; Ac- 
quired Causes; Treatment. Brit. M.J., 1927, ii, 
818. 


Acute intestinal obstruction causes practically the 
same symptoms in children as in adults, but when 
relief is in prospect the prognosis is somewhat less 
serious in children than in adults. However, in many 
obstructions due to congenital malformations, relief 
is impossible. 

Of the congenital malformations, the author dis- 
cusses duodenal stenosis, jejunal and ileal atresias, 
colic obstruction, rectal obstruction, exomphalos, 
Meckel’s diverticulum, and strangulated hernia. In 
all cases of developmental obstruction, the bowel 
distal to the obstruction tends to be in a state of 
what might be described as embryonic spasticity. 
Thus a functional atresia is superimposed upon the 
anatomical atresia. It is to the former condition that 
the practically hopeless prognosis is due. 

Of acquired causes of intestinal obstruction, the 
author discusses kinking of the bowel due to a con- 
tracting cicatrix from tuberculous infection of the 
mesenteric glands, strangulated omentum, a strangu- 
lated Richter hernia, and mesenteric embolism. He 
does not classify intussusception among obstructions. 

The symptoms of intestinal obstruction are vomit- 
ing, which is persistent, and changes in character in a 
well-recognized manner which makes it pathogno- 
monic; visible peristalsis, which may be accentuated 
by tapping the abdomen or lightly scratching the 
skin; and distention, which is due to the formation 
of gas and soon becomes associated with paralysis so 
that the escape of the gas gives no relief. 

The treatment consists in lavage of the stomach 
and early operative interference. After the abdomen 
is open, the distended bowel should be avoided, a 
gentle search made for the undistended gut, and the 
obstruction approached from the sound side. The 
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author believes that an enterostomy should be done 
regardless of other procedures that may be indicated. 
A fistula formed fhrough the omentum shows a 
marked tendency to close spontaneously. To insure 
its function, an enterostomy should be made high in 
the jejunum. 

Early diagnosis and prompt intervention are of 
the greatest importance. Another factor governing 
the prognosis is the degree of ileus present. This de- 
pends to some extent on the amount of handling 
which is found necessary at operation as well as upon 
the nature of the obstruction and the patient’s re- 
sistance. ARTHUR L. SHREFFLER, M.D. 


Muzeniek, P.: Ileus in the Material of the First 
Municipal Hospital of Riga (Der Ileus nach dem 
Material des I. Rigaschen Stadtkrankenhauses). 
Deutsche Zischr. f. Chir., 1927, ccii, 325. 

This report is based on 374 cases of ileus operated 
upon during the period from 1911 to 1925—25 cases 
a year or 0.36 per cent of all cases of surgical disease 
seen in a year. In 1918 and 1919 there was a very 
marked increase due to the unfavorable conditions 
of the period of military occupation—hunger, mal- 
nutrition, and the use of indigestible vegetable sub- 
stances and food substitutes. The races most fre- 
quently affected were, in decreasing order, the Jews, 
the Germans, the Lithuanian Poles, and the Letts. 
Seventy-two per cent of the patients were males. As 
was the case in Russia, Finland, and the Balkans, 
the most common type of ileus was that associated 
with volvulus. Volvulus occurred in 47 per cent of 
the cases, whereas in Germany, Austria, and Switz- 
erland it occurred in from 5 to 10 per cent. This also 
must have been due to the economic conditions and 
habits of life of the people. 

In 59 per cent of the 173 cases of volvulus the large 
intestine was involved, and in 53 per cent the sig- 
moid flexure. In Germany, volvulus of the sigmoid 
flexure occurred in 31 per cent. Males were affected 
by volvulus of the flexure eight times more frequent- 
ly than females. In every case there was a mesosig- 
moiditis which could not be easily explained on the 
basis of obstipation alone. As the result of mechan- 
ical processes such as stretching and tearing of the 
overfilled loops which had sunk down into the lesser 
pelvis, there occurred extravasations of blood and 
tears in the mesosigmoid, and to these was added an 
intestinal catarrh with bacterial infection. A cica- 
tricial, narrow, and long mesosigmoid and a long, 
dilated flexure with thickened walls and narrowing 
of the areas where the sigmoid joins the descending 
colon and the rectum were the factors which dis- 
turbed the co-ordinated function of the flexure and 
mesosigmoid and led to volvulus. Frequently this 
occurred after an immoderate meal (holiday feasts). 

Careful inspection of the abdomen nearly always 
reveals the axis of torsion of the flexure, its configu- 
ration, and its boundaries. 

As a rule, the evagination method of Grekow was 
used. In half of the cases (those treated during the 
period from 1911 to 1920), fixation methods were 
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employed. In these, the mortality was only 12 per 
cent, but a recurrence developed in eight cases (19.5 
per cent). In the cases treated by one-stage or two- 
stage resection, the mortality was 73 per cent. 

The material reviewed indicates that adhesions 
play the chief réle also in volvulus of the small 
intestine as they favor shrinkage, contraction, and 
thickening of the mesentery which prevent move- 
ment of the bowel (fifty-five cases). In fifteen cases 
there was volvulus of the cecum. 

Of all of the patients with ileus, eighty-six died— 
49 per cent from volvulus. 

In 104 cases (27 per cent) in which adhesions were 
the cause of the intestinal obstruction the mortality 
was 48 per cent. According to Flesch-Thebesius, 
most cases of intestinal obstruction are due to post- 
operative adhesions, but in Riga a postoperative 
ileus developed in only 9.5 per cent of the cases or 
39 per cent of all cases of ileus due to adhesions. 

In the rest of the cases the ileus was due to 
Meckel’s diverticulum, the appendix, the omentum, 
tears in the mesentery, internal incarceration, obtu- 
ration, compression, invagination (fourteen cases, as 
children under fifteen years of age were not includ- 
ed), or mixed conditions, or was of the dynamic or 
spastic type (three cases). The total mortality was 
52 per cent. A favorable prognosis depends chiefly 
upon early operation. TOELKEN (Z). 


Tanasescu and Okinczyc: Six Cases of Intestinal 
Invagination (Six cas d’invagination intestinale). 
Bull. ct mém. Soc. nat. de chir., 1927, liii, 925. 

Of Tanasescu’s six cases of intestinal invagination, 
the large bowel was involved in five and the small 
bowel in one. Of those with involvement of the large 
bowel, four were cases of invagination of the czco- 
colic type and one was a case of intussusception of 
the transverse colon due to a submucous lipoma. 
The latter was the only instance in which any con- 
dition could be found that would account for the 
invagination. 

The first case was that of a man aged thirty-four 
years who was taken suddenly ill with acute ab- 
dominal pain which lasted throughout the day and 
was followed on the next day by feculent vomiting. 
When the patient entered the hospital on the third 
day of his illness his abdomen was distended and 
showed violent peristaltic movements. A diagnosis 
of intestinal obstruction was made. 

Operation, performed at once, revealed 1,500 c.cm. 
of bloody fluid in the abdominal cavity and in- 
vagination of 70 cm. of the ileum. The bowel was 
resected and a side-to-side anastomosis made. The 
resected specimen showed no pathological changes 
that would account for the condition. The patient 
made an uneventful recovery and was discharged 
twenty days after the operation. 

Case 2 was that of a woman thirty-five years of 
age who became suddenly ill with nausea, vomiting, 
and severe abdominal pain after a meal. The pain 
began in the epigastrium and radiated throughout 
the abdomen. During the next three days the pain 


subsided and the patient was able to take liquid 
nourishment. For three weeks she was compara- 
tively comfortable, but lost considerable weight. At 
the end of that time the pain recurred. 

When Tanasescu first saw the patient two days 
after recurrence of the pain, she was weak and 
dehydrated and gave a history of pain and complete 
suppression of gas and fecal matter for the previous 
seven days. On examination, an elongated tumor 
the size of a fist could be felt in the upper abdomen, 
and violent peristaltic movements associated with 
pain were noted from time to time running from 
right to left. 

Operation revealed a large tumor consisting of the 
colon from the cecum to the splenic flexure—a 
cecocolic intussusception. When the invagination 
was disengaged, the ileum was seen to enter the 
cecum lower down than normally, at the side of the 
appendix. After fixation of the cecum and right 
colic flexure to the peritoneum on the posterior wall, 
the abdomen was closed. The patient was discharged 
on the tenth day. 

The third case was that of a man twenty-eight 
years of age who had been sick for twelve days. The 
attack began subacutely with pain and vomiting. 
No food could be taken. When the patient was 
brought to the hospital he was in very poor con- 
dition; his tongue was dry, his breath foul, and his 
abdomen distended. An elongated tumor could be 
felt extending from the right iliac fossa upward 
toward the umbilicus. No peristalsis could be seen. 
Two black stools were passed during the day. A 
roentgenogram of the colon showed the barium 
enema stopped in the colon in the region of the 
umbilicus. 

Operation revealed an intussusception of the 
ascending colon into the transverse colon. This was 
resected and an ileocolostomy was done. The 
patient died from peritonitis the day after the 
operation. The resected bowel showed a large 
perforation. 

Case 4 was that of a man of thirty-two years who, 
about two and a half months previously, had had an 
attack of acute abdominal pain in the left flank and 
hypochondrium followed by the passage of black 
stools. After this attack the patient had felt better 
for some time, but about four weeks before his 
admission to the hospital he suffered a loss of 
appetite and vomited frequently after meals. At 
the time of his admission he vomited incessantly 
and complained of severe abdominal pain. His 
abdomen became distended and rigid, and in the 
left iliac fossa there was a prominence which was 
tender to the touch. 

Operation revealed a perforated intussusception 
of the caecum into the transverse colon. The bowel 
was resected and an ileocolostomy was done. The 
patient died eleven days after the operation from 
peritonitis due to leakage through the suture line of 
the bowel. 

Case 5 was that of a woman fifty-four years of 
age who for some time had had alternating attacks 
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of diarrhoea and constipation with meteorism. The 
first attack of pain had occurred six months previ- 
ously. The pain was very severe in the region of the 
umbilicus and was associated with regurgitation, 
gurgling, and the passage of considerable gas. No 
feecal matter was expelled. At first, the attacks came 
on at intervals of about two weeks, but ultimately 
they occurred daily. 

Examination revealed, beneath the umbilicus, a 
firm elongated mass which could be moved about 
and disappeared from time to time. The re-appear- 
ance of the tumor was accompanied by pain. 
Peristaltic movements were marked. 

At operation, an intussusception about a sub- 
mucous lipoma of the transverse colon was found. 
The mass was disengaged, the part of the bowel 
bearing the tumor was resected, and an end-to-side 
anastomosis was made. The postoperative course 
was smooth. 

Case 6 was that of a man of forty years who for 
two years had had attacks of iliac pain on the right 
side, associated with vomiting and constipation. 
During the last attack, which occurred ten days 
previous to the examination, the vomiting ap- 
proached the fecal type. When the patient was 
first seen by Tanasescu he was sick and weak. 
During the examination, he was seized with violent 
pain, and peristaltic waves running from the right 
iliac fossa toward the hypochondrium were noted. 
A_tumor about 40 cm. long could be palpated. 

The condition proved to be a cecocolic intussus- 
ception with strangulation of the appendix by an 
adhesion. The intussusception was disinvaginated 
and the appendix removed. The patient was dis- 
charged ten days later. 

The author emphasizes the acute sudden onset of 
the condition followed by cessation or amelioration 
of the symptoms—a series of acute or subacute 
abdominal crises approaching the clinical picture of 
chronic intussusception. Except for the case with 
tumor, nothing was found which explained the 
intussusception. The pathological changes in the 
bowel and appendix could be accounted for on the 
basis of strangulation. All of the cases were operated 
upon under spinal anesthesia. 

In the discussion of this report, LECENE stated 
that, in the adult, acute intussusception is very rare 
and usually of the chronic type. Immediate opera- 
tion is not necessary. In the diagnosis, which is 
difficult, the roentgen ray is of great value. 

CApDENAT stated that although intussusception in 
the adult is usually chronic and frequently due to 
tumor, it may also occur acutely and without 
evident cause. In a case on which he operated, the 
intervention was decided upon because of the in- 
tense pain rather than because of obstruction. 
Before operation, the condition is most often 
diagnosed as appendicitis. 

GERNEZ agreed with Lecéne that most cases 
of intussusception in the adult are of the chronic 
type and characterized by painful crises, a tumor, 
and permanent or intermittent constipation. He 
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a ee seen a somewhat similar picture in a 
child. 

OKINczyc said that the term “‘subacute”’ is some- 
what confusing when it is applied to intussusception. 
It is used to denote cases with a history of one or 
more attacks followed by recovery without inter- 
vention, in which there ultimately occurs an attack 
demanding operation. In the acute type, the ob- 
struction is the dominating sign. 

Micwaet L. Mason, M.D. 


Gallagher, W. J.: Acute Traumatic Ulcers of the 
Small Intestine: Observations on the Effects 
of the Application of Clamps on the Gastro- 
Intestinal Tract; an Experimental Study. 
Arch. Surg., 1927, xv, 689. 

It is generally conceded that trauma may be a 
factor in the genesis of chronic peptic ulcer, but 
opinions differ regarding the influence of operative 
trauma from clamps in the production of chronic 
jejunal and experimental ulcers. In the opinion of 
most clinicians, hyperchlorhydria and operative 
trauma are the important causes of jejunal ulcer, and 
Ivy contends that trauma and poor physicial con- 
dition are important factors predisposing to chronic 
experimental ulcer. 

The author performed four experiments on dogs. 
In the first experiment, a study was made of the 
blanching pressure in millimeters of mercury on the 
gastro-intestinal tracts of ten dogs. It was found 
that localized anemia produced for forty minutes 
resulted in superficial ulcers of the duodenal mu- 
cosa. 

In the second experiment, the pyloric region of the 
duodenum and stomach in ten dogs was traumatized 
by clamps for from fifteen to eighty-five minutes 
with just sufficient pressure to produce blanching. 
In the duodenum, typical acute ulcers resulted from 
applications of thirty-two minutes’ duration. Shorter 
applications produced only microscopic erosions and 
cellular exudate without gross change. These acute 
ulcers healed rapidly, leaving scar tissue, moderate 
dilatation and thinning of the duodenal wall, and 
external adhesions. The clamps produced no gross 
changes in the stomach. Marked toxic reactions 
followed trauma to the duodenum. 

In the third experiment, a series of six procedures 
on three dogs, ligation of the pancreatic duct, and 
trauma to the duodenum by clamps resulted in 
emaciation, vomiting, and delayed healing of the 
ulcers. 

In the fourth experiment, clamps were applied 
to the jejunum, ileum, and colon in six dogs. In the 
jejunum and upper ileum, acute ulcers resulted, but 
these were superficial and lacked the digested ap- 
pearance of those produced in the duodenum. No 
ulcers could be produced in the lower ileum and 
colon. 

From these experiments it appears that, in dogs, 
the application of clamps to the duodenum or jeju- 
num with sufficient pressure to shut off the blood 
supply for about thirty minutes produces typical 
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acute ulcers which heal, leaving typical scars, and 

that trauma caused by clamps may favor the 

development of chronic experimental ulcer in dogs. 
Burton CrarkK, Jr., M.D. 


LIVER, GALL BLADDER, PANCREAS 
AND SPLEEN 


Troell, A.: A Case of Abscess of the Liver After a 
Panaritium. Acta chirurg. Scand., 1927, \xii, 342. 


In the case of a man twenty-two years of age who 
had had a whitlow for three weeks, symptoms lead- 
ing to a diagnosis of liver abscess developed at about 
the time the whitlow healed. The liver abscess was 
opened and drained, and the patient recovered. On 
direct examination, the pus showed the presence of 
rods, but no further bacteriological studies were 
made. 

Chiefly because of the absence of other sources of 
infection and the time at which the abscess developed, 
the condition was recognized by the State Insurance 
as a sequel to the accident causing the whitlow and 
the patient was granted compensation for the entire 
period of his disability. 


Carnett, J. B.: The Simulation of Gall-Bladder 
Disease by Intercostal Neuralgia of the Ab- 
dominal Wall. Ann. Surg., 1927, |xxxvi, 747. 


Carnett calls attention to the fact that when the 
pain and tenderness of intercostal neuralgia involve 
the upper part of the abdomen on the right side 
they may closely simulate the pain and tenderness 
of gall-bladder disease, and that the mere finding of 
a grossly or microscopically diseased gall bladder at 
operation does not prove that the pre-operative 
symptoms were caused by the gall bladder and will 
be relieved by cholecystectomy. Carnett has found 
intercostal neuralgia to be the most common cause 
of abdominal pain and tenderness which are not re- 
lieved by appendectomy or cholecystectomy. He 
states that many surgeons who have learned that 
appendectomy will not cure the chronic pain and 
tenderness of the appendiceal triangle have not yet 
learned that the same chronic pain and tenderness 
of the upper triangle are not cured by biliary op- 
erations. 

In every case of abdominal tenderness the abdo- 
men should be palpated while the patient holds his 
abdominal muscles as tense as possible, either by 
contracting his diaphragm or raising his heels from 
the bed with the knees extended. Any tenderness 
elicited under such conditions will be parietal in 
origin and location. Tenderness elicited when the 
abdominal muscles are relaxed may be either parie- 
tal or intra-abdominal. 

The author rejects the theory that a diseased gall 
bladder or some other abdominal viscus may give 
rise to a viscerosensory reflex manifested by cuta- 
neous hyperesthesia of the abdominal wall. He has 
found that the great majority of patients with skin 
tenderness do not have intra-abdominal lesions of 


any consequence. 








When parietal neuralgia is present, the history and 
bedside examination are often insufficient to estab- 
lish the presence or absence of a visceral lesion, 
especially gall-bladder disease. Under such circum- 
stances the bedside examination must be supple- 
mented by the Graham test, a gastro-intestinal 
examination, and diagnostic bile drainage. Unless 
one of these three supplementary examinations gives 
very positive evidence of gall stones or cholecystitis; 
unless there is a reliable history or jaundice is pres- 
ent; unless enlargement of the gall bladder is de- 
monstrable; or unless constitutional and local symp- 
toms, especially rigidity, indicate acute cholecystitis, 
Carnett refrains from operation whenever he detects 
the presence of intercostal neuralgia in the biliary 
triangle, regardless of the presence of what have 
heretofore been considered a characteristic history 
and bedside findings of chronic or recurrent gall- 
bladder disease. He prefers to study the patient 
during an acute attack, as he often finds that the 
symptoms disappear when the intercostal nerve 
trunks are anesthetized with novocain. 

ARTHUR L. SHREFFLER, M.D. 


Illingworth, C. F. W.: Types of Gall-Bladder In- 
fection: a Study of 100 Operated Cases. Brit. 
J. Surg., 1927, XV, 221. 

The frequent occurrence of bacterial infection in 
diseased gall bladders has long been recognized, but 
the relative frequency of the different types of 
organisms, their original foci, and their routes of 
approach to the gall bladder are still matters of 
controversy. 

The bacterial findings of various investigators 
show little uniformity. Hartmann found bile in- 
fection in a majority of his cases of gall-bladder 
disease, whereas Johnson and Drennan found it in 
only 32 and 19 per cent of their cases respectively. 
In the experience of these investigators, the bacillus 
coli was the organism most frequently encountered, 
whereas in Huntemueller’s cases, staphylococci were 
discovered twice as often as the bacillus coli. Rose- 
now has demonstrated that an accurate knowledge 
of gall-bladder infection can be obtained only by 
making cultures from the gall-bladder wall itself as 
the bile is often sterile even in the grossly diseased 
gall bladder. In his experience, the organisms most 
frequently found by such an examination are 
streptococci. 

Bacteria may reach the gall bladder by way of: 
(1) the bile from the liver which they reach either 
through the systemic blood stream or the portal 
circulation; (2) the lymphatics from a localized low- 
grade hepatitis or infections in neighboring viscera 
such as the stomach, duodenum, pancreas, and 
appendix; or (3) the blood stream, from some dis- 
tant focus of infection. 

The author reports a series of 100 bacteriological 
examinations of gall bladders obtained from the 
surgical clinic of Wilkie, of Edinburgh. In this in- 
vestigation the attempt was made to answer the 
following questions: 
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1. Is the wall of the gall bladder or the bile more 
frequently involved by bacterial infection, and what 
organisms are most commonly found in each? 

2. Is any one organism more constantly present in 
the early stages of the disease and therefore likely to 
be an active factor in the production of the condition? 

3. Is there any evidence that one of the three 
routes of approach is the usual path of infection? 

Infection of the wall of the gall bladder was found 
in 62 per cent of the cases. Streptococci alone were 
present in 34 per cent, coliform bacilli in 17 per cent, 
and both streptococci and coliform bacilli in 5 per 
cent. The bile showed infection in 4o per cent of the 
cases. In 16 per cent, the infection was due to strep- 
tococci; in 20 per cent, to coliform bacilli; and in 1 
per cent to a mixture of streptococci and coliform 
bacilli. Mixed infection was therefore found in only 
a few instances. Staphylococci were also infrequent. 
In examinations of 23 crushed stones, only seven 
proved to be infected. 

Gall bladders with thick, fleshy walls were more 
likely than others to give positive cultures, but in- 
fection of the bile could not be foretold from the 
clinical appearance of the organ. 

The typhoid bacillus was never isolated although 
at least three of the patients had a history of typhoid 
fever. This fact confirmed the experience of Judd 
who failed to isolate the typhoid bacillus in twenty- 
one cases with a history of typhoid fever. 

Examination of the various layers of the gall- 
bladder. wall yielded no evidence indicating that one 
layer is more prone to infection than another. 

The report is of interest in demonstrating the 
comparatively frequent occurrence of purely in- 
tramural streptococcal infection. The findings sup- 
port the present-day opinion that the spread of the 
organisms by way of the bile, either from the liver 
or from below, probably occurs rarely, if at all. 

The investigation is of interest also from the 
point of view of the Meltzer-Lyon test. As unin- 
fected bile was found in 60 per cent of the cases, it 
seems obvious that a negative bacteriological finding 
in this examination must be of no significance and 
does not even exclude gross gall-bladder disease. 

With regard to treatment, the author states that 
the presence of active infection deep in the wall of 
the gall bladder as opposed to a catarrh of the mu- 
cosa tends to diminish our faith in those therapeu- 
tic measures which are directed solely toward disin- 
fection of the bile and emphasizes the value of 
operative treatment. He suggests also that, in the 
great majority of grosser lesions at any rate, drain- 
age by cholecystostomy is insufficient to eradicate 

the disease and cholecystectomy is the operation 
of choice. Cuartes F. DuBots, M.D. 


Hoffmann, V.: Masked Recurring Cholecystitis 
Without Stones (Ueber larvierte rezidivierende 
Cholecystitis sine concremento). Beitr. z. klin. Chir., 
1927, CXXXiX, 507. 


In cholecystitis without stone formation the 
indications of disease are frequently not clear. 
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Often there is absence of definite colic. The so- 
called stasis of the gall bladder is usually dependent 
upon bacterial inflammatory processes which can 
be demonstrated only on microscopic examination. 
Occasionally patients with this condition are treated 
for months or years for gastric disturbances. The 
ingestion of food—especially foods rich in fat—is 
often followed by continuous pain in the epigastrium. 
The findings of physical examination are usually 
meager, only a moderate sensitiveness under the 
right costal arch being apparent. 

At operation, the serosa of the gall bladder has a 
dull appearance. The walls of the gall bladder are 
thicker than normal. Occasionally there are peri- 
cholecystic adhesions which, if the stomach and 
duodenum are normal, may be ascribed with cer- 
tainty to gall-bladder disease. Gall stones are absent. 
The meagerness of the findings at operation is ex- 
plained only by the subsequent microscopic examina- 
tion. 

The condition occurs with equal frequency in both 
sexes and often at an early age. A relationship to 
pregnancy is not so easily determined as in chole- 
cystitis with gall stones. In a few of the author’s 
cases the masked cholecystitis had been preceded by 
a non-specific adnexitis. 

In the differential diagnosis between masked 
cholecystitis and gastric and duodenal disease, nor- 
mal findings in the stomach and duodenum indi- 
cate the presence of masked cholecystitis. The 
value of cholecystography in the recognition of this 
condition is still uncertain. In almost every in- 
stance of masked cholecystitis the gastric acidity 
is decreased. Anatomically, the masked form of 
cholecystitis is essentially a disease of the gall- 
bladder wall, chiefly its inner layers. The location 
of the changes explains why at operation, in which 
only the external surface of the organ is examined, 
even advanced pathological changes are not dis- 
covered. Macroscopically, the mucosa is thick but 
free from ulcerative processes. 

Histological examination shows an exuberance of 
mucous glands, polypous thickening of the villi, and 
such extensive changes in the mucosa that, in certain 
areas, the villi are entirely absent and the dense 
fibrous layer is covered only by a smooth layer of 
epithelium. The originally loose-textured connective 
tissue has assumed a cicatricial character. As the 
result of recent irritation, there is an inflammatory 
infiltration of leucocytes and lymphocytes. The 
microscopic findings are shown in photomicrographs. 

On bacteriological examination, micro-organisms 
are never found, but the histological findings show 
with certainty that the masked disease is based upon 
a bacterial cholecystitis. 

The pathologically changed gall bladder is respon- 
sible also for other disturbances in the epigastrium. 
It constitutes an area of increased irritability which 
affects the surrounding tissues. An important réle is 
played by the varying irritability of the sympathetic 
nervous system. To the organic trouble there may 
be added psychic disturbances. 
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Cholecystitis without stones is considerably more 
frequent than the purely functional gall-bladder 
stasis. Very often the functional disturbances are the 
first manifestation of the changes in the gall-blad- 
der wall. 

The treatment of the condition should at first be 
conservative—trest in bed, the local application of 
heat, diathermy, and a diet of easily digested foods. 
In the author’s cases the symptoms were often re- 
lieved by the use of cyclotropin. If conservative 
treatment fails, the gall bladder should be removed. 

SCHUBERT (Z). 


Dahl-Iversen, E.: Final Examinations in 196 Sur- 
gically Treated Cases of Biliary Lithiasis 
(Examens ultérieurs de cent quatre-vingt-seize cas 
de lithiase biliaire operée). Acta chirurg. Scand., 
1927, lxii, 295. 

In the author’s opinion, reports in the literature 
do not indicate that cholecystectomy is preferable to 
cholecystostomy for gall stones. 

Re-examination of 196 patients treated for gall 
stones showed that the incidence of recurrence of 
symptoms due to re-formation of the stones, over- 
looked stones, cholangeitis, or adhesions was as fre- 
quent after cholecystectomy as after cholecystostomy. 

Cholecystectomy does not increase the risk of 
ascending infection of the bile passages. 


Laroche, G., and Huet, J. A.: Common-Duct 
Stasis Revealed by the Tetra-Iodophenol- 
phthalein Test in a Patient Who Had Been 
Subjected to Cholecystectomy (Stase cholédo- 
cienne mise en évidence par l’épreuve du tétra- 
iodophénolphtaleine chez un cholécystectomisé). 
Bull. et mém. Soc. méd. d. hép. de Par., 1927, xliii, 889. 


The case reported was that of a patient thirty- 
four years old who had been subjected to chole- 
cystectomy for cholelithiasis following numerous at- 
tacks of hepatic colic which were associated with 
jaundice but little or no fever. The operation was 
followed eighteen months later by subhepatic pain, 
severe dyspepsia, subicterus, choluria, the passage 
of clay-colored stools, and a slight fever lasting for 
three days. Palpation of the pancreaticoduodenal 
region was distinctly painful. A tetra-iodophenol- 
phthalein test made three weeks after the onset of 
the jaundice showed stasis in the common duct. 

The jaundice disappeared in five weeks under 
dietary treatment and the use of biliary antiseptics, 
but recurred three months later. An X-ray exami- 
nation made fourteen hours after the administration 
of 4 gm. of sodium tetra-iodophenolphthalein with 
the patient in the fasting state revealed a shadow 
3 cm. long by % cm. wide to the right of the second 
lumbar vertebra. The stasis was in the common 
duct near its juncture with the duodenum. X-ray 
examination one-half hour later showed only a 
punctiform spot in this area. 

In the authors’ opinion, this was a case of biliary 
obstruction associated with dilatation of the com- 
mon duct following cholecystectomy. There was no 





evidence of pancreatitis. A roentgenogram made 
after the disappearance of the jaundice was negative. 
Dilatation of the bile passages after cholecys- 
tectomy has been well established experimentally. 
Hautefort demonstrated that it occurs within from 
thirty-six to forty-eight hours after the removal of 
the gall bladder. Rost has shown that, a few months 
after the operation, cholecystectomized dogs may 
be divided into two groups: (1) those in which the 
sphincter of Oddi hypertrophies and the bile pas. 
sages dilate into a reservoir for the bile which emp- 
ties during digestion, and (2) those in which the 
sphincter remains little developed and the bile es- 
capes continuously. The occurrence of dilatation of 
the bile passages after cholecystectomy depends 
upon the tonicity and resistance of the sphincter. 
The frequency of dilatation of the extrahepatic 
bile ducts in man has not yet been established. 
Leroche and Huet made tetra-iodophenolphthalein 
tests on fifteen patients from three to five years 
after cholecystectomy but failed to obtain a positive 
image. When dilatation is present, the bile empties 
only during positive pressure. In the absence of 
stasis, no image of the bile ducts can be obtained. 
WaALTerR C. Burket, M.D. 


Polacco, E.: The Study of the External Function of 
the Pancreas in Cholecystitis and Gastro- 
duodenal Ulcer by Means of Simple and Frac- 
tional Examination of the Duodenal Juice 
(Contributo allo studio della funzionalita esterna del 
pancreas nei colecistitici e negli ulcerosi gastro-duo- 
denali mediante l’esame semplice e frazionato del 
succo duodenale). Arch. ital. di chir., 1927, xviii, 
407. 

With the use of the Einhorn tube, Polacco made 
examinations of the gastric and duodenal juice in 
fourteen cases of peptic ulcer and thirty-two cases 
of disease of the biliary tract. The technique of the 
intubation is described in detail. X-ray control is 
the only sure method of proving the presence of 
the end-piece in the duodenum. 

In every case, examinations were made during 
the fasting state and after the ingestion of a modified 
Ewald test meal. Cholagogues were avoided as they 
disturb physiological and chemical conditions. 

A quantitative and qualitative study was made of 
the pancreatic enzymes—trypsin, lipase (steapsin), 
and amylase. The author is convinced that no one 
of the three furnishes an adequate index of pancre- 
atic function. The secretion of each seems to be 
dependent largely on the two others. No consistent 
parallelism was noted between the enzymes and 
disease groups, i.e., no secretory variation peculiar to 
gastroduodenal disorders or to biliary diseases. On 
the other hand, the values of the three enzymes were 
directly influenced by the gastric acidity, regardless 
of the form of the disease. The latter observation 
confirms the findings of Popielski and Pawlow, who 
demonstrated that the introduction of acid into the 
duodenum will cause pancreatic secretion even after 
section of the vagus and splanchnic nerves. 

Mrna A. GILDERSLEEVE. 
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Cayla. A.: The Test of Shock from Cold in Hamo- 
lytic Icterus (L’épreuve du choc au froid dans les 
ictéres hémolytiques). Presse méd., Par., 1927, XXXv, 
1152. 

In applying the test of the local cold bath sug- 
gested by Widal for paroxysmal hemoglobinuria, 
Cayla obtained the phenomenon of shock in two 
cases of hemolytic icterus, one congenital and the 
other acquired. There were no apparent clinical 
signs, but changes in the blood vessels and blood were 
noted—a decrease in the blood pressure, a transi- 
tory leucopenia, and the transitory appearance of 
albuminuria and urobilinuria. 

In hemolytic icterus, the findings of the various 
laboratory tests are far from being constant or the 
same even in a given case. Clinically there is found 
an entire intermediate series of conditions between 
hemolytic icterus and the fruste type of condition 
showing only fragility of the red blood cells. The 
fact that the cold test causes in these cases a transi- 
tory albuminuria analogous to that which is observed 
in paroxysmal hemoglobinuria indicates a relation- 
ship between the two conditions Therefore, it is 
possible to group the various conditions showing the 
phenomena of hemolysis under the term “haemolytic 
disease”’ as suggested by Chauffard. 

The apparently well-established fact that cold 
produces shock which is manifested by disturbances 
in the blood vessels and blood may perhaps explain 
many observations of general pathology. This shock 
is especially evident in paroxysmal hemoglobinuria, 
Raynaud’s disease, and spasmodic coryza. So far, 
it is possible only to speculate regarding the mecha- 
nism and sequence of the phenomena, and it is im- 
possible to say whether they are brought about by 
complex colloids, acidosis, or some other mechanism. 

Although the occurrence of cold shock raises cer- 
tain interesting problems regarding pathogenesis, 
this test is not of great diagnostic interest in hamo- 
lytic icterus as it is more inconstant than the other 
biological reactions and occurs also in other affections. 
From the point of view of etiology, it indicates 
biologically the influence which cold seems to exert 
in hemolytic icterus. But if cold, whether by shock 
or by some other mechanism, calls forth the hamo- 
lytic crises, which are often latent but sometimes 
apparent, it does so only in patients who are predis- 
posed to the reaction, and the cause of the pre- 
disposition is still unknown. 

(R. CLEMENT) MicuHaet L. Mason, M.D. 


Muller, G. P.: The Indications for Splenectomy. 
Atlantic M. J., 1927, Xxxi, 59. 


The author believes that splenectomy is very 
definitely indicated in some cases of pernicious 
anemia, but just as definitely contra-indicated in 
others. It should be done in early cases with active 
hemolysis. It should not be done in the cases of 
elderly patients. 

In purpura hemorrhagica, splenectomy should be 
done in the chronic cases. In the acute stages of the 
condition it is of no value. In the early period of the 
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disease, all of the blood-forming tissues are involved, 
while in the later stages only the spleen seems to be 
affected. 

Hemolytic ictero-anemia must be differentiated 
from icteric conditions arising in the liver. Muller 
does not operate during the crisis. In the chronic 
cases his results have been very good. 

In sickle-cell anemia, splenectomy is not of much 
value. Although in two cases the operation was 
followed by improvement, the condition persisted. 

In splenomyelogenous leukemia, the mortality 
was at first about 87 per cent, but in 1926, W. J. 
Mayo reported a series of cases with a mortality of 
5 per cent. Muller believes that splenectomy is of 
value in the chronic cases, but that radium and the 
X-ray should always be used first. He has never 
known of a cure in this condition, but in some in- 
stances the operation has been followed by definite 
improvement. 

In Hodgkin’s disease, splenectomy is of no value. 

With regard to the operation itself, Muller empha- 
sizes the importance of a good anesthetic, good 
surgical technique, and extreme care to prevent tear- 
ing of the thin-walled veins with loss of blood. His 
incision is made in the left rectus with the upper end 
turned outward. He advocates multiple ligations of 
the pedicle and is very careful to see that all raw 
surfaces are covered since obstruction of the bowel 
may follow neglect of this precaution. Whenever 
possible, he gives a transfusion both before and after 
the operation. 

In conclusion, Muller states that when a careful 
technique is used and the cases are carefully selected, 
the mortality should be less than ro per cent. 

HERMAN O. McPueeters, M.D. 


MISCELLANEOUS 


Macrae, D., Jr.: Acute Conditions of the Abdomen 
Complicated by Ileus or Septic Invasion of the 
Peritoneum. J. Am. M. Ass., 1927, 1xxxix, 1113. 


Macrae is convinced that all inflammations or 
severe irritations of the peritoneum produce more 
or less severe symptoms of obstruction. He be- 
lieves that obstruction rather than peritonitis is the 
cause of death in fatal cases in which peritonitis 
has developed. His extensive experience has led 
him to advocate the treatment of serious or doubt- 
ful cases by enterostomy or jejunostomy instead of 
peritoneal drainage which is the usual procedure 
when peritonitis is present. 

The cause of death in intestinal obstruction has 
not been definitely established. Bacteremia, per- 
verted secretions, dehydration, and toxemia are 
considered important possibilities. Toxemia due 
to the absorption of poisons produced by bacterial 
action on the bowel fluids which accumulate in the 
intestine above the obstruction has been widely 
accepted as the most probable cause of death in 
such cases. Bacillus welchii has been demonstrated 
to be the organism which flourishes most abundantly 
in the secretions of an obstructed bowel. Williams 
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has had some success with the use of bacillus 
welchii antitoxin in cases of obstruction. 

Chemical changes in the blood in intestinal ob- 
struction have been described by Orr and Haden. 
There is a rise in the non-protein and urea nitrogen 
and a fall in the chloride content. 

In the light of his experience and present views 
concerning the cause of death in intestinal ob- 
struction, Macrae closes the abdomen without drain- 
age following removal of the cause of infection. In 
the presence of a generalized peritoneal exudate he 
performs a jejunostomy. His technique for jejunos- 
tomy is described in detail. Gastric lavage before 
the operation and the administration of sodium 
chloride solution during or immediately after the 
operation are essential in all cases. The use of gas 
bacillus antiserum is recommended. 

MANvuELt E. LicuHTEensTeEIN, M.D. 


Sheldon, R. F.: The Control of Hiccup by Inhala- 
tion of Carbon Dioxide. J. Am. M. Ass., 1927, 
Ixxxix, 1118. 


Sheldon reports the results obtained from carbon- 
dioxide inhalations in eleven cases of hiccup. In a 
case of idiopathic epidemic hiccup of eight days’ 
duration the hiccup was arrested by twelve two- to 
twelve-minute administrations of a 5 per cent mix- 
ture of carbon dioxide with oxygen over a period of 
nineteen hours. 

In two cases the hiccup developed during nitrous- 
oxide oxygen anesthesia; in four cases, it began fol- 
lowing a laparotomy; in three cases, it followed a 
cystostomy under local anesthesia; and in one case 
it occurred during ethylene anesthesia induced for 
operation for post-operative hernia. In all, the 
administration of from 5 to 5.6 per cent carbon 
dioxide with air or oxygen by means of a Gwathmey 
or Henderon-Coburn apparatus for periods ranging 
from one to ten minutes was sufficient to control 
the altered respiratory rhythm. 

MANUEL E. LICHTENSTEIN, M.D. 


Wicker, M.: Inflammatory Diseases of the Dia- 
phragm and the Associated Diaphragmatic 
Syndrome (Ueber entzuendliche Erkrankungen 
des. Zwerchfells und den dieselben begleitenden 
diaphragmalen Symptomkomplex). Arch. f. lin. 
Chir., 1927, cxlvi, 809. 

The diaphragm is practically never diseased pri- 
marily. Most diaphragmatic conditions have their 
origin above the diaphragm, in the pleura or lungs, 
or below it, in the abdominal cavity or subdiaphrag- 
matic space. The irritation of the involved dia- 
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phragm causes a definite syndrome. Acute dia- 
phragmatitis frequently resembles acute peritonitis. 
It is first manifested by severe pain in a wide zone 
above and below the points of insertion of the 
diaphragm, particularly in the region of the abdomi- 
nal cavity, which radiates back into the lumbar re- 
gion. Corresponding to this spontaneous pain there 
is a diffuse tenderness to pressure. The most impor- 
tant sign is rigidity of the abdominal musculature 
which is diffuse and of great intensity, particularly 
in the upper portion of the abdominal wall. 

Even light palpation of the abdomen is very pain- 
ful, but the sensitivity does not increase, as in peri- 
tonitis, when deep pressure is made. 

Examination of the chest often reveals on the 
first day, but more frequently on the second or 
third day, a narrow strip of diminished resonance 
and shallow respiration over the lower lobes of the 
lungs. This may be due to exudate alone, but in 
the early stages of the condition is often caused by 
the high position of the diseased diaphragm. As the 
result of the inflammatory infiltration of the nerves, 
a part of the diaphragm becomes paralyzed. 

If the primary condition is diaphragmatic pleu- 
risy, this extends sooner or later to the costal pleura 
as is the tendency also of subdiaphragmatic inflam- 
matory processes. The findings of the thoracic ex- 
amination will show whether the primary condition 
was a peritoneal or diaphragmatic lesion. 

An important and frequent sign of diaphragmatic 
disease is an isolated shoulder pain (reflex action of 
the phrenic nerve on other nerve branches arising 
with it from the cervical plexus). 

The stormy onset of acute inflammation of the 


diaphragm usually subsides in the first few days, 


but the defense of the abdominal muscles often per- 
sists for weeks although the pain soon ceases. Un- 
like the findings in peritonitis, the pulse is not rapid; 
it corresponds as a rule to the increased tempera- 
ture. Nausea is common. The disturbance of dia- 
phragmatic function is easily discernible in the 
roentgen picture. The inflammatory process often 
spreads by continuity from right to left or vice 
versa. 

In the author’s forty-four cases the disease was 
most frequently of supradiaphragmatic origin; in 
only seven was it due to a subdiaphragmatic condi- 
tion (abscess, splenic malaria). 

Wicker concludes that every acute peritoneal con- 
dition should be studied from the standpoint of the 
diaphragmatic syndrome. Inflammations of the 
diaphragm are very common, but are not generally 
recognized. JANSSEN (Z). 
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Miller, C. J.: The Modern Conception and Treat- 
ment of Uterine Fibroids. Ohio State M.J., 1927, 
Xxili, 899. 

The author reviews the modern conception of the 
treatment of uterine fibroids and draws conclusions 
based upon thirty years of work among private pa- 
tients and among the colored patients in the Charity 
Hospital of Louisiana. Fibroids were ten times more 
frequent in the latter group. In the white patients, 
because of the average intelligent regard for health, 
the tumors were usually small, but in the majority 
of the negro group in whom treatment was delayed, 
the growths were large, often reaching to the costal 
margins. Degenerative changes of all types were 
common. Inflammatory conditions of the adnexa 
were found in 92 per cent of the colored women, 
and in these cases pain from the adnexal disease 
rather than the fibroid compelled medical relief. 
At times, tumors of very large size caused no symp- 
toms whatsoever. Bleeding in the form of menor- 
rhagia was the most frequent symptom. Leucorrhoea 
was common. Pain was due to associated adnexal 
pathology, pressure on surrounding organs, or tor- 
sion and degeneration of the fibroid. 

The author concludes that many small tumors 
are symptomless and require no treatment. How- 
ever, they should be checked up by pelvic exam- 
inations at definite intervals. 

Radium therapy, because of its simplicity, almost 
absolute freedom from mortality and morbidity, and 
generally excellent results, is an ideal procedure 
in properly selected cases. It is exclusively a method 
for the gynecologist rather than the radiologist or 
general surgeon, for an accurate knowledge of the 
pelvic pathology is essential. In women under forty 
years of age, in whom preservation of ovarian 
function is desirable, radium is not advisable; nor 
should it be employed to treat growths larger than a 


three to three and a half months’ pregnancy which’ 


cause pressure, as it may not appreciably reduce the 
size of such tumors. Radium has little effect upon 
very dense fibroids or those undergoing calcareous 
degeneration. In the presence of adnexal disease its 
use is contra-indicated as it may activate latent in- 
fections and thereby cause pyosalpinx and perito- 
nitis. It may be followed by infection also when the 
fibroid has undergone degeneration. Degeneration 
is indicated almost invariably by anemia out of 
proportion to the hemorrhage. 

The best results were obtained by Miller in the 
treatment of single or multiple intramural growths 
within the proper size limit. A preliminary curettage 
was done to establish the pathology and eliminate 
malignancy. Polypi which are prone to slough and 


cause infection after the treatment were removed. 
The usual adequate dose was 50 mgm. of radium 
inserted high up in the fundus for twenty-four hours. 

The author’s experience with roentgen-ray treat- 
ment was limited because radium had given him 
satisfaction. 

Many tumors not suitable for radiation were 
effectively treated by myomectomy, which has its 
widest field in women of the child-bearing age. 
However, if pregnancy is impossible because of 
adnexal disease, hysterectomy is a more rational 
procedure. Myomectomy is best adapted to the 
treatment of single, subperitoneal or intramural 
growths. Menstruation returned to normal in from 
80 to go per cent of cases. The tumors recurred in 
fewer than 3 per cent. The frequency of subsequent 
pregnancies following myomectomy makes the pro- 
cedure valid from this standpoint alone. Certain 
points in technique must be emphasized. Hemo- 
stasis is essential. Tight sutures must be avoided or 
ischemia and sloughing of the tissues will occur. A 
preliminary curettage should be done for diagnostic 
purposes and to secure drainage. Multiple growths 
are best removed by several incisions as these will 
cause less damage to the uterine musculature than 
a single large incision. 

In the majority of the cases, hysterectomy was the 
only rational or possible procedure as the size and 
multiplicity of the tumors and the frequent adnexal 
pathology contra-indicated radiation or myomec- 
tomy. Hysterectomy is always indicated for adeno- 
myomata and for large or multiple growths in 
women approaching the menopause. The complete 
operation should be done if the cervix is lacerated or 
infected. If the cervix is healthy, supravaginal 
hysterectomy as performed by the average surgeon 
will have a lower mortality. Vaginal hysterectomy 
has a definite field in obese elderly women in whom 
postoperative complications or abdominal herniz are 
possibilities. The danger of thrombophlebitis after 
operation for large fibroids can be decreased by 
gentle handling of the tissues and limitation of the 
number of clamps employed. The success of fibroid 
surgery depends not only upon the skill and judg- 
ment of the operator but also upon the pre-operative 
preparation of the patient. Nourishing food, rest, 
antiseptic douches, and transfusions have a definite 
value in converting a poor surgical risk into a good 
one. 

Fibroids associated with pregnancy require careful 
observation in the absence of complications. The 
surgical treatment indicated depends upon the size 
and location of the tumor and the duration of the 
pregnancy. Women with fibroids should be carefully 
watched during the puerperium for, while this period 
is usually free from complications, torsion, degenera- 
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tions, or necrosis of the tumor may occur and de- 
mand surgical interference. 
Atice F. MAxwe tt, M.D. 


Lynch, F. W.: Submucous Fibroids and Their 
Treatment. Am. J. Surg., 1927, iii, 480. 


In 289 cases of fibromyomatous uteri at least the 
size of a 3 months’ pregnancy, submucous tumors 
were found in 66; intramural tumors, in 152; and 
subperitoneal tumors, in 71 cases. Hemorrhage 
occurred in 83 per cent of all cases of submucous 
growths and was often severe enough to cause 
marked anemia. In 10 cases, the hemoglobin was 
29 per cent or less when the patient first sought 
treatment. Other symptoms were pain and pressure. 

The treatment of submucous tumor varies with the 
size and position of the growth, the character and 
result of the symptoms, and the age and physical 
condition of the patient. Three methods are available 
—surgery, roentgen-ray irradiation, and radium 
irradiation. Each of these has definite advantages 
and disadvantages. 

The X-ray is of value in large submucous growths 
without evidence of serious degeneration in patients 
whose blood count cannot be brought up to the 
margin of safety for operation. It is valuable also 
in the cases of patients with large growths who have 
some contra-indication to operation, such as myo- 
carditis, renal disease, diabetes, or marked obesity. 
However, as the growth is not entirely removed by 
the X-ray treatment, it may later recur and require 
surgical treatment. The results of treatment may 
be slow in developing, and the menopausal symp- 
toms may be quite distressing. 

The author believes that radium irradiation has a 
more limited application than the roentgen-ray 
treatment and should be limited to small submucous 
nodules in women who are at the menopausal age, 
who have no adnexal inflammation, and in whom 
hemorrhage is the cardinal sign. 

Surgery, while essentially destructive, may permit 
conservation. Surgical intervention does not neces- 
sarily mean hysterectomy. Frequently small tumors 
may be removed with a curette. Larger tumors may 
be removed by cervical incision or vaginal hysterec- 
tomy. When the uterus is filled with small tumors, 
hysterectomy is the method of choice. 

Henry W. Fink, M.D. 


Schmitz, H.: Carcinoma of the Uterine Cervix. 
Am. J. Obst. & Gynec., 1927, xiv, 580. 


Cervical erosions and hyperplasias resulting from 
infection, inflammation, or trauma are probably to 
be included among the conditions predisposing to 
uterine cancer. Surgical correction of lacerations of 
the cervix and perineum and amputation of the 
cervix with erosion or hyperplasia of long standing 
are therefore advisable. No definite relationship be- 
tween carcinoma of the cervix and the number of 
labors has been established. Numerous births appar- 
ently do not increase the liability to cancer. On 
the other hand, injury of the cervix from birth 


trauma resulting in chronic proliferative changes 
may be considered as predisposing to malignancy. 
The treatment of cervical carcinoma should be 
based on the extent of the growth. In cases with 
fixation of the tissues, the prognosis is hopeless. 
The determination of the degree of histological 
malignancy enables the physician to render a rela- 
tive prognosis. A high degree of anaplasia is always 
associated with a poor prognosis, while a high de- 
gree of differentiation usually means a favorable 
prognosis unless there is fixation of the tissues. The 
clinician will probably find it advisable to consider 
the histologic malignancy index also in selecting the 
method of treatment. E. L. Cornett, M.D. 


Rud, E.: Examinations of the Blood of Patients 
with Carcinoma of the Uterine Cervix During 
Treatment with Radium (Blutuntersuchungen 
bei Patientinnen mit Carcinoma colli uteri waehrend 
der Radiumbehandlung). Strahlentherapie, 1927, 
XXV, 195. 

In forty cases of carcinoma of the uterine cervix, 
blood examinations were made to determine the 
changes that take place as the result of radium 
therapy. It was believed that a relationship be- 
tween the blood picture and the clinical course of 
the disease might be thereby established. The in- 
vestigation included the hemoglobin content, the 
number of red and white cells, the cell volume, the 
blood platelet count, the coagulation time, and the 
sedimentation time of the red cells. 

Before radiation, the blood showed a reduction in 
the percentage of hemoglobin in about a third of the 
cases and a moderate leucocytosis in about 28 per 
cent. In the other cases the leucocyte count was 
normal. In all of the cases the blood-platelet count 
was increased and the coagulation time was greatly 
shortened. In most of them the sedimentation rate 
was increased. The last finding was so striking as to 
suggest that when the sedimentation rate is normal 
the presence of a carcinoma is ruled out, especially if 
repeated tests show the same result. 

In answer to the question whether there is a 
certain parallelism between the blood picture and 
the clinical progress of carcinoma of the uterine 
cervix, Rud states that in cases of not extensive 
carcinoma the red cell count is about normal, the 
leucocyte count is decreased, the blood-platelet 
count is moderately increased, the sedimentation 
rate is low, and the coagulation time is shortened. 
In rapidly advancing carcinoma, on the other hand, 
there is a definite anemia with a high leucocyte and 
blood-platelet count, a high sedimentation rate, and 
a shortened coagulation time. 

In the author’s study, blood examinations made 
about three weeks after radiation showed that in 
more than half of the cases there was a diminution 
in the percentage of hemoglobin and in the count 
and volume of the red cells. In some instances the 
diminution in hemoglobin amounted to 28 per cent 
and that in the red cell count to 1,500,000. The 
duration of these decreases was usually short. The 
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cause has not been determined, but the variation is 
evidently not related to the dosage, vaginal bleed- 
ing, a developing hemorrhagic diathesis, increased 
hemolysis, or infection. 

After radiation treatments, the leucocyte count 
was always diminished. In most of the cases the de- 
crease persisted even three weeks after the radiation. 
The lymphocytes were most severely affected, there 
being a true lymphopenia. None of the other forms 
of leucocytes (eosinophiles, basophiles, polynuclears, 
or monocytes) showed such a constant variation. 
It was of interest to note that the first reaction 
directly following the radiation was a distinct and 
often very marked increase in the leucocytes. Fre- 
quently this began even during the treatment. In 
nearly all of the few cases in which such an increase 
in the leucocytes failed to occur, there were signs of 
some infection. 

No pronounced or regular changes were observed 
in the blood-platelet count. There was no thrombo- 
penia. 

The coagulation time also failed to show typical 
variations. 

The sedimentation rate of the red blood cells 
showed an increase after the radiation in 86 per 
cent of the cases. This increase was considerable, 
ranging from 21 to 85 per cent of the initial value. 
It did not seem to be dependent upon the dosage of 
radiation or upon infection. The diminution of the 
cell volume affected it to only a slight degree. The 
quantity of fibrin, however, had an unmistakable 
influence and seemed to run parallel with the sedi- 
mentation rate. 

The author determined also whether these changes 
in the blood persisted in the later course of the dis- 
ease and whether they were of significance as regards 
the prognosis. He concluded that in cases subse- 
quently showing an increase in the hemoglobin and 
red cell count the prognosis is generally favorable, 
whereas in those showing a decrease of these values 
it is unfavorable. However, this rule has many 
exceptions. A decrease in the leucocyte count indi- 
cates a favorable prognosis, as does also a decrease 
in the blood-platelet count. A lengthening of the 
coagulation time must be regarded as a favorable 
sign. Rud places special value on the sedimentation 
rate. A decrease in this rate indicates healing, and 
an increase indicates advancing carcinoma. 

WAaEGELI (G). 


MISCELLANEOUS 


Polak, J. O.: The Present Trend of Gynecology. 
Minnesota Med., 1927, x, 665. 


The author says that although disorders peculiar 
to women require just as keen an appreciation of 
basic pathology, physiological resistance, and mi- 
nute anatomy as do lesions of the eye or ear, many 
general surgeons do not hesitate to attack any 
gynecological problem, whereas they would enlist 
the help of an expert in cases of cataract or sinus 
thrombosis. 


Infections of the pelvis have usually a neisserian, 
puerperal, or operative origin, and each infecting 
agent has a definite course of invasion—a selectivity 
for certain tissues. In the diseased part, attempts are 
made by successive barriers, to effect isolation and 
extermination of the pathological process. Surgical 
procedure in acute pelvic infection is limited to the 
drainage of localized purulent foci. Fifty per cent 
of the pelvic lesions of women have their origin in 
childbirth; three-fifths of the remaining 50 per cent 
are the direct result of infection. 

Gonorrhea infection. The initial symptoms of 
gonorrhoea are usually less acute in the female than 
in the male. Chronic gonorrhoea in women is capable 
of producing greater ravages and more permanent 
pathological changes than almost any other form of 
infection. Undisturbed cervical gonorrhoea remains 
localized and terminates in cystic cervicitis. Though 
the organism cannot be demonstrated on smears, 
active surgical treatment not infrequently spreads 
the infection through the endometrium into the 
tubes. The frequent exacerbations of chronic 
gonorrhoea are in reality re-infections from Skene’s 
glands. A cure can be effected only by glandular 
destruction or ablation. Endocervicitis is a frequent 
cause of sterility, yet cauterization or operative 
treatment of the cervix invariably cures the leu- 
corrhcea or corrects the sterility. 

Lacerations. Birth injuries produced by the mid- 
wife are due to submucous fascial stretching and 
muscle injury, while injuries produced by the 
surgeon are open wounds. The immediate repair of 
the perineum and fascial layers is commendable al- 
though the immediate repair of a cervical tear may be 
accompanied by infection. Dilatation accomplished 
by time and intact membranes leaves little injury, 
and appropriate postpartum care of the cervix will 
permit postponement of operative treatment for 
definite lesions until the woman has passed the 
child-bearing period. 

Fibroids. Many fibroids produce no symptoms 
but all fibroids need watching. The location and 
circulation of the neoplasms determine their fate 
and development. Whether the treatment shall be 
radiation, myomectomy, or hysterectomy depends 
upon the requirements of the case under considera- 
tion. The contra-indications to radiation as outlined 
by Clark and Keene must be appreciated. Pre- 
operative treatment such as the administration of 
glucose, blood transfusions, and rest will lessen the 
surgical risk, and the postoperative administration 
of fluids, sugar, and chlorides will aid convalescence. 

Sterility. Of cases of primary sterility due to 
hypofunction, atrophy, infection, malformations, 
or impotence the male is responsible in 30 per 
cent. In the female, primary sterility is usually 
due to endocervicitis and tubal infection. If the 
cervix is normal and the Rubin test demonstrates 
patent tubes, ovarian function and sexual response 
demand consideration. 

Retroversions. Both congenital and acquired re- 
troversions slowly but progressively lead to a chain 
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of complications which are directly attributable to 
interference with the venous circulation and uterine 
drainage. No single method of operation is ideal, for 
different anatomical conditions require special pro- 
cedures. The importance of the pessary in retaining 
the uterus in anteversion after the displacement has 
been manually or posturally corrected should not be 
overlooked. In the author’s clinic, postpartum in- 
struction has reduced the frequency of retrodis- 
placements from 38 to 2 per cent. 

Carcinoma. While the etiology of uterine carci- 
noma is unknown, certain clinical facts regarding the 
occurrence of cancer are definite and form the basis 
of treatment. Long-continued irritation or infection 
predisposes to cancer. Cancer originates as a local- 
ized nodule or ulcer on the cervix, and when totally 
confined to the cervix is cured by massive doses of 
radium with blocking of the parametrial lymphatics 
by deep X-ray treatment or by a radical operation 
which removes the uterus, cervix, adnexa, vagina, 
and parametrium. When the growth has extended 
beyond the cervix, radium is the agent of choice. 
Cancer of the uterine body is best treated by 
operation preceded by massive radiation. 

ALice F. MAxwe tt, M.D. 


Peterson, R.: A Review of 2,000 Patients Recently 
Registered in the Gynecological Clinic of the 
University of Michigan Hospital, with Special 
Reference to Abnormal Bleeding. Boston M. 
& S.J., 1927, cxcvii, 764. 

Practically one-fourth of the 2,000 women re- 
cently examined in the Gynecological Clinic of the 
University of Michigan Hospital had excessive 
uterine bleeding. 

In the 321 in-patients, all types of excessive flow 
occurred—menorrhagia, metrorrhagia, combinations 
of these, and postmenopausal bleeding. 

The hospital patients were divided into the 
following six groups in accordance with their clinical 
histories and the conditions with which the bleeding 
was associated: 

No. Per cent 


INN oi raat eine ne ens oa eatkes mest 7 617.9 

Malpositions and lacerations of uterus...... 64 .19.9 

Inflammatory conditions of uterus and 
I er ere 33 10.2 

Non-malignant growths.................. 77° «23.9 

re 74 23.05 

RES er ee eee een 16 4.9 

321 


Unsuspected, incomplete abortion is very com- 
mon, especially as the menopause is approached. 

Malpositions of the uterus and lacerations of the 
cervix with resulting ectropion, erosion, and endo- 
cervicitis are frequent causes of increased uterine 
flow. 

These conditions are more frequent than formerly 
because of ill-advised radical obstetrical procedures. 

Inflammatory conditions of the uterus and adnexa 
cause increased uterine flow in only a small pro- 
portion of cases (10.2 per cent). 





Hyperemia of the ovarian tissue has a réle in 
increased bleeding. 

Treatment should never be directed toward the 
interior of the uterus during the acute or chronic 
stage of an infection. 

Non-malignant pelvic growths are the most fre- 
quent cause of increased uterine flow. 

The position, not the size, of a benign growth in 
se uterus determines the amount of the increased 

Ow. 

Malignant uterine growths give rise to early and 
profuse uterine flow. 

In every case of postmenopausal bleeding, 
uterine cancer should be suspected. Microscopic 
examination of curettings in almost all cases of in- 
creased uterine bleeding is necessary if carcinoma is 
to be detected in its early stages. 

Almost one-fourth of cancers of the cervix occurs 
in women under forty years of age. 

A study of the histories of patients with uterine 
cancer shows that while delayed diagnosis and treat- 
ment are due partly to ignorance on the part of the 
patient, the members of the medical profession are 
also partly responsible, since they fail through lack 
of knowledge or carelessness to advise their patients 
properly. 

With few exceptions, every patient with abnormal 
uterine bleeding can be cured if a careful diagnosis 
is made and if appropriate treatment is instituted. 

GEoRGE W. PHELAN, M.D. 


Koenig, R.: The Underestimated Frequency and 
Practical Importance of Menstruation Occur- 
ring at Too Long Intervals and in Insufficient 
Quantity (Ueber die unbeachtete Haeufigkeit und 
praktische Bedeutung der zu seltenen und zu 
spaerlichen Menstruation). Zentralbl. f. Gynack., 
1927, li, 1789. 

Koenig states that hypomenorrhoea may be due to 
hypofunction of the ovaries, but this does not ex- 
clude the possibility that it may cause disturbances 
in the sense of a retention syndrome. This theory is 
simple and is better supported by the results of treat- 
ment than the theory of a disturbance of the ovary 
from other glands of internal secretion. Another 
theory, which applies to many cases, is that an 
increase in the metabolism or the function of the 
vascular glands is responsible for the menstrual 
disturbances and disturbances in-other organs. 

It is noted frequently that women with hypo- 
menorrhoea suffer from very severe headaches, 
attacks of migraine, states of depression, and even 
syncope. Neither the hypothesis of ovarian hypo- 
function nor that of an otherwise indefinable vascular 
gland or metabolic disturbance can serve to explain 
these symptoms as well as the theory, held for ages by 
both the laity and physicians, that menstrual excre- 
tion of blood has a cleansing action and any dis- 
turbance of this phenomenon has an unfavorable 
effect. 

Of 4,860 women whose cases were reviewed by 
Koenig, 432 suffered from hypomenorrheea, and of 
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the latter 54 were amenorrheeic and 234 were op- 
somenorrheeic (irregular menstruation at intervals 
of from five weeks to three months), and 144 were 
oligomenorrheeic. Koenig was therefore unable to 
confirm the observation of Aschner and Latzko that 
10 per cent of all patients suffer from infrequent or 
scanty menstruation. Four hundred and one of his 
patients had a tendency toward inflammation of the 
bladder, kidneys, and internal and external genital 
organs; 394 had migraine and menopausal symptoms; 
78, arthritic disturbances; 86, skin diseases; 64, goit- 
er; and 12, psychic disturbances. Koenig obtained 
good results from emmenagogues, sweating, diuretics, 
etc. FELLNER (G). 


Steinhardt, B.: The Artificial Menopause (Ein 
Beitrag zur Frage der kuenstlichen Menopause). 
Zischr. f. Geburtsh. u. Gynaek., 1927, xci, 361. 


The circulatory conditions and symptoms of the 
artificial menopause occurring in women castrated by 
the roentgen rays or operative removal of the 
uterus and ovaries or of the uterus alone were 
studied in 269 cases. 

Of fifty-two women castrated by the roentgen rays 
up to a year previous to the examination, the major- 
ity of whom were over forty years of age, castration 
symptoms were completely absent or only slight in 
46 per cent, but in 54 per cent were more marked and 
at times quite distressing. Psychic disturbances and 
obesity were not observed. A slight increase in the 
blood pressure was noted in four instances. In one- 
fourth of the women the blood pressure was increased 
before the irradiation, but did not increase further 
after the treatment. Arterial hypertension is there- 
fore not a sequela of castration. Moderate fluctua- 
tions in the blood pressure were noted in 21 per cent 
of the cases. 

Of fifty-two cases in which the irradiation had been 
done quite some time previously, the symptoms of 
castration were slight in 23 per cent, but in 29 per 
cent had been long continued, since at the time of 
their occurrence suitable treatment could not be 
given. 

The blood pressures of the irradiated women 
showed no increase over those of non-irradiated 
women of the same age, and it was impossible to 
determine any parallelism between the increase in 
the blood pressure and the severity of the castration 
symptoms. 

In thirty-nine women who were subjected to 
hysterectomy it was found that excellent results 
were obtained in the fifth decade of life. Younger 
women had more or less pronounced symptoms which 
often first appeared after from six to eighteen months. 
One hundred and thirteen women subjected to total 
extirpation of the uterus and ovaries were studied. 
Of those who were over forty years old, 24 per cent 
were absolutely free from symptoms and an almost 
equal number had symptoms for only a few months. 
In over 30 per cent of the cases, more severe and very 
marked castration symptoms were noted for some 
time. 
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The fact that the castration symptoms often do 
not develop until several months after the surgical 
or roentgen castration supports the assumption that, 
as the result of the loss of ovarian activity, the tonus 
of the’ sympathetic nerves slowly increases. It is 
possible also that other endocrine glands take the 
place of the ovaries for a while. Hypertonus was 
never observed as the result of operation. 

Of twenty-three women between thirty and forty 
years of age, 14 per cent were free from symptoms 
and about 25 per cent showed only slight symptoms. 
The remainder complained of more or less severe 
symptoms. Exceptionally severe symptoms occurred 
in five cases, but even in these no effect upon the 
blood-pressure values was demonstrable. 

With regard to the question of the blood pressure 
due to myomata, 90 women with such tumors 
and 100 women of corresponding ages who were free 
from myomata were examined. Of the former, only 
an inconsiderable proportion showed an increased 
blood pressure. Three young women with primary 
amenorrhcea were entirely free from symptoms. 

On the basis of the findings of this comparison the 
author discusses in detail the theories of Aschner. In 
the main, he rejects them. Truly serious sequele of 
castration were never observed. The fact that among 
thirty-five cases the first castration symptoms 
appeared within the first two weeks in 35 per cent, 
the fact that occasionally such disturbances appeared 
only after from eight to nine months, and the fact 
that after temporary castration the castration 
symptoms often disappeared several weeks before 
the recurrence of ovarian activity, speak distinctly 
against the theory held by Aschner. Aschner’s faulty 
statistics may be explained by the fact that women 
without symptoms do not consult physicians. 

Castration symptoms are often very favorably 
affected by weak irradiation of the pituitary region. 
In the few cases that do not respond to this treat- 
ment, weak irradiation of the thyroid gland is 
beneficial. Venesection is indicated only in the rare 
cases of failure of both of these measures. The 
author agrees with Aschner that in the treatment of 
gynecological conditions the measures used should 
be as conservative of organs and function as possible. 
Nevertheless there are many cases of climacteric 
hemorrhages and bilateral adnexal tumors in which 
roentgen treatment or total extirpation is the pro- 
cedure of choice. WInTER (G). 


Sampson, J. A.: Peritoneal Endometriosis Due to 
the Menstrual Dissemination of Endometrial 
Tissue into the Peritoneal Cavity. Am. J. Obst. 
& Gynec., 1927, xiv, 422. 

Menstrual blood escapes into the peritoneal cav- 
ity from: (1) endometrial cysts or cavities of the 
ovary and possibly other pelvic structures which 
have ruptured or perforated; (2) menstruating endo- 
metrial tissue growing on the surface of the ovary 
and other pelvic structures; (3) the uterine cavity, 
in a back-flow through the tubes; and (4) menstru- 
ating tubal mucosa. 
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Irrespective of its source, menstrual blood at 
times contains bits of endometrial tissue set free by 
menstruation. Endometrial tissue disseminated by 
menstruation is sometimes alive and will continue 
to grow if it is transferred to situations in which its 
growth is possible. The peritoneum and surface of 
the ovary are suited to the growth of endometrial 
tissue. 

The lesions of peritoneal endometriosis often occur 
in situations and under conditions indicating or at 
least suggesting their origin from menstrual blood 
escaping from the sources mentioned. 

The local reaction of the peritoneum to the endo- 
metrial tissue in peritoneal endometriosis is similar 
to the local reaction of the peritoneum to cancer in 
peritoneal carcinosis of implantation origin. 

E. L. Cornett, M.D. 


Curtis, A. H.: Indications for Surgical Interven- 
tion in Pelvic Lesions of Infectious Origin. 
J. Am. M. Ass., 1927, \xxxix, 1191. 


Curtis emphasizes the importance of a search for 
infection of Skene’s duct as a source of persistent 
leucorrhcea when the lesion of the cervix (endocer- 
vicitis) has been fully cured. The healing of cer- 
vicitis is the result of adequate drainage, the basis 
of all methods of treatment now in vogue. The 
cautery is used at infrequent intervals to prevent 
secondary infection and late stenosis. 


Chronic endometritis due to infection is rare; it 
occurs only after repeated instrumentation. The 
author therefore advises that hysterectomy after 
curettage be performed immediately or deferred 
until the inflammatory reaction subsides. 

Gonorrhceal inflammation of the adnexa is a self- 
limited disease. A bacteriological study of 200 pairs 
of infected tubes failed to reveal the organism two 
weeks after the subsidence of the fever and leuco- 
cytosis. The treatment is conservative and is highly 
successful if exposure to re-infection is avoided. In 
the author’s cases, operation is resorted to in less 
than 15 per cent of the cases and is done chiefly to 
relieve symptoms due to adhesions or prolonged 
bleeding incidental to inflammation of the ovaries. 
In contrast to the adhesions found in streptococcus 
infections, those in gonorrhcea are easily separated. 
Raw areas should be covered with omental grafts. 
The ovaries should be conserved if possible. 

Streptococcal infections of the tubes require 
somewhat different treatment. Since streptococci 
often remain viable in the tissues for two years, 
operation should be deferred for at least that length 
of time. As the tubal and ovarian damage is more 
severe and adhesions are more dense in streptococ- 
cal than in gonococcal salpingitis, more radical 
operative measures are necessary for the relief of 
the residual symptoms of infections due to strepto- 
cocci. SamuEL A. Wotre, M.D. 
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PREGNANCY AND ITS COMPLICATIONS 
Rissmann, P.: The Theory of an Icterus of Preg- 
nancy and Operative Investigation (Operative 
Klarstellung oder Annahme eines Schwangerschafts- 
icterus?). Zentralbl. f. Chir., 1927, liv, 2051. 

Icterus occurring in pregnancy is too often at- 
tributed to the pregnancy itself. Interruption of the 
pregnancy in cases of icterus is incorrect treatment. 
More often, surgical intervention is indicated. 
Jaundiced pregnant women bear operation well, and 
the fetus can withstand jaundice for a long period. 

Rissmann reports a case of jaundice with severe 
abdominal colic in a para-ii, twenty-seven years of 
age. In this case a characteristic abdominal rigidity 
led to puncture of the cul-de-sac of Douglas. The 
puncture yielded a greenish-yellow fluid from which 
bacillus paratyphosus was cultured. Later the same 
organism was found in the blood. 

At operation, all of the organs of the abdominal 
cavity were found to be covered by a greenish-yellow 
secretion. The patient recovered and five months 
later gave birth to a full-term infant. 

Also cited is the case of a pregnant woman with 
icterus of four months’ duration in which a gall stone 
was removed from the papilla of Vater and two and 
a half months later a full-term infant was born. 

It has not yet been definitely established that 
pregnancy causes an idiopathic icterus. According 
to the internists, the toxic and infectious traumata 
which cause icterus come from the bowel contents. 
The pancreas also may be the source of attacks of 
pain and jaundice. The pancreas seems to be quite 
frequently affected in pregnancy. The author re- 
ports the case of a twenty-four-year-old woman in the 
third month of pregnancy who was admitted to the 
hospital with a history of apathy, vomiting of four 
days’ duration, and marked icterus. The urine 
showed acetone, bilirubin, albumin, and hyalin casts. 
After the daily administration of 60, 50, and 30 
units of insulin and 1 liter of 4 per cent glucose solu- 
tion by proctoclysis, the acetone disappeared from 
the urine in two days, the icterus disappeared from 
the sclera in three days, and the patient was dis- 
charged cured after eighteen days. 

In the author’s opinion, the term ‘recurring 
icterus of pregnancy” should be dropped from 
obstetrical literature since thus far no proved case 
has been observed. WortTMANN (Z). 


Schumann, E. A.: Observations upon the Co-Exis- 
tence of Carcinoma of the Fundus Uteri and 
Pregnancy. Am. J. Obst. & Gynec., 1927, xiv, 573- 


The patient whose case is reported complained of 
uterine bleeding and backache. She had had ten 
normal labors and no miscarriages. Her youngest 
child was two years of age. Her last menstrual pe- 
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riod had begun twenty days before her admission 
to the hospital and had continued intermittently 
ever since, alternating with a thin, serous discharge. 
She had some pain in the back, which did not radi- 
ate, and pain also in the lower abdomen. The 
vaginal outlet was multiparous, the perineum re- 
laxed, the cervix hard, dense, and without laceration, 
and the uterus large, boggy, movable, and forward 
in good position. A gentle curettage was performed, 
and ten days later a panhysterectomy was done. 

When the uterus was sectioned it was found to 
contain a normal two and one-half months’ embryo. 
The sac was unruptured. Just under the lower bor- 
der of the sac there was a grayish, necrotic area 
about 6 cm. in diameter, which was limited to the 
mucosa and somewhat circumscribed. This area did 
not extend under the placenta, and was not elevated 
above the surface nor especially vascular. It was 
at all points at least 3 cm. above the internal os, 
and had no connection with the latter. 

The pathological diagnosis was adenocarcinoma. 
A critical examination of many sections revealed 
certain characteristics which were peculiar to the 
growth. There were present a normal decidua, a 
normal placenta, and a fetus. The stroma reaction 
was pronounced, with many large decidual cells and 
cell islets. The glands were reduplicated, showing 
marked hyperplasia, but throughout there was a 
breaking through of the limiting membrane with 
massing of the epithelial cells outside the confines of 
the glands which formed the typical rain-worm-like 
convolutions and markedly irregular mitotic figures. 
The tumor was entirely extraplacental, which is 
usually not true of chorio-epithelioma, and there 
was no evidence of a second placenta from a twin 
pregnancy. E. L. Cornett, M.D. 


Ikeda, K.: The Etiology and Pathogenesis of the 
Leucocytic Infiltration of the Human Placenta 
(Ueber Aetiologie und Pathogenese der Leukocyten- 
infiltration in der menschlichen Placenta). Beitr. z. 
path. Anat. u. z. allg. Path., 1927, \xxviii, 16. 


In the first part of this article the author discusses 
the localization and causes of leucocytic diapedesis 
in the placenta. In his study of the condition he 
examined fifty-two placente without any special 
selection of cases. At the site of insertion of the 
umbilical cord and at the middle and marginal 
portions of the placenta, the oxidase test of Graeff 
was carried out and hematoxylin-eosine and cresyl- 
violet stained sections were made. As a result of 
his investigations the author draws the following 
conclusions: 

1. Diapedesis of leucocytes at the juncture of the 
umbilical cord and placenta as well as in the chorionic 
membrane of the placenta does not depend upon the 
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duration of labor nor upon the strength of the con- 
tractions of the uterine musculature. 

2. Transmigration of leucocytes into the placenta 
occurs very frequently in stillbirths and forceps 
deliveries. 

3. It takes place also in pregnancies running a 
normal course. 

4. It is found much more often at the juncture of 
the umbilical cord and placenta than at a distance 
from it in the chorionic membrane. 

5. It is not specific for syphilis. 

The second part of the article deals with the 
nervous or chemical causes of leucocytic diapedesis 
and the nervous sensitivity of the placental blood 
vessels. Perfusion experiments on human placental 
vessels, the mechanism of which is described in detail, 
and histological studies on the placental vessels were 
carried out. From a critical review of his findings the 
author concludes that the fetal blood vessels of the 
placenta possess no nerve elements and that the 
diapedesis of leucocytes takes place without any 
nervous influence and is a reaction to a chemico- 
physical stimulation in the sense of Graeff. 

In the third part of the article, Ikeda reports on 
experiments carried out on animals to determine 
whether the blood vessels of the chorion and the 
placenta possess nerve fibers and whether leucocytic 
infiltration of the placenta can be produced arti- 
ficially. The experimental animals were guinea pigs 
in a late stage of pregnancy. The experiments were 
conducted with emulsions of bacteria as well as 
dilute acid and alkaline solutions. 

The experiments with the bacterial emulsions 
showed that transmigration of leucocytes in the sub- 
chorionic area and at the juncture of the umbilical 
cord and placenta may be produced artificially by 
the injection of a bacterial emulsion into the amniotic 
fluid, and that a marked accumulation of leucocytes 
occurs at the site where the bacteria become localized. 

The other experiments showed that after the in- 
jection of dilute solutions of alkali or acid into the 
amniotic fluid in the cases of young fetuses the 
maternal leucocytes become deposited toward the 
amniotic fluid in the peripheral intervillous spaces 
and appear to a varying degree in the wall of the 
chorion. In the cases of older fetuses, there is also 
a transmigration of leucocytes from the fetal blood 
vessels at the juncture of the umbilical cord and 
placenta. 

The author concludes that in cases in which 
syphilitic and other infections can be excluded, the 
leucocytic infiltration in the chorion so frequently 
encountered is to be attributed to a physicochemical 
change in the amniotic fluid. It is impossible to say 
to what extent this is dependent upon nutrition or 
other factors. ScHUMACHER (G). 


Davidson, H. S.: Therapeutic Abortion, with Spe- 
cial Reference to Methods of Induction. L£din- 
burgh M.J., 1927, xxxiv, Edinburgh Obst. Soc., 185. 


Davidson considers that hyperemesis is the most 
important indication for the induction of abortion 





because it has been the chief indication in the 
greatest number of cases both in his hospital practice 
and his private work. The rule by which he is guided 
in this connection is that if either the temperature or 
the pulse is over 100 for forty-eight hours, the 
pregnancy is to be terminated. Jaundice is the other 
clinical sign of importance in judging the severity 
of the condition. 

Mitral stenosis is also regarded as an indication for 
abortion in certain cases. At term, ca’sarean section 
with sterilization of the patient is performed. 

Other indications given are active phthisis, certain 
renal conditions with albuminuria, hydatid mole, 
early hydramnios, and certain mental affections. 

The methods employed are divided into the slow 
and the rapid methods. The former are used when 
there is no urgency, and the latter when the patient’s 
life is endangered. In the slow method, dilatation 
and packing of the uterus with gauze, either with or 
without destruction of the ovum by means of polyp 
forceps, is the simplest procedure. Tents are 
occasionally used. 

Of the rapid methods, the author favors vaginal 
hysterotomy and occasionally abdominal hysterec- 
tomy. The other rapid method mentioned is ab- 
dominal hysterotomy. This is indicated when steril- 
ization is to be performed after the excision of de- 
generating fibroids; when the patient is practically 
certain to abort; and when a hydatid mole is present. 

H. VERNON Sims, M.D. 


McQueen, J. D.: Hzemorrhage in Pregnancy. 
Canadian M, Ass. *., 1927, xvii, 1285. 


McQueen discusses three types of bleeding in 
pregnancy, namely, the bleeding associated with 
abortion, accidental hemorrhage, and the bleeding 
due to placenta previa. 

Abortion is discussed only briefly, with emphasis 
on the importance of advice to the patient early in 
pregnancy and the limitation of vaginal examina- 
tions. 

Of 2,000 consecutive cases of pregnancy admitted 
to the Winnipeg General Hospital, a diagnosis of 
accidental hemorrhage was made in nine. In this 
group there were no maternal deaths. The patholog- 
ical and clinical pictures and the theories ascribing 
the condition to toxemia, torsion of the uterus, 
functional disturbances of the uteroplacental cir- 
culation, and trauma are briefly reviewed. 

In the treatment the aim should be to combat 
shock, empty the uterus, and stop the hemorrhage 
by the administration of morphine, the application 
of a tight binder, the intravenous injection of fluid, 
and transfusion. In severe cases, cwsarean section 
with or without hysterectomy may be necessary. 
This should always be preceded by blood transfusion. 
Tamponade and version are not indicated. 

Placenta previa may be classified as complete, 
incomplete, and low implantation. Its presence is 
suggested by hxmorrhage occurring in the last 
three months of pregnancy. For a positive diagno- 
sis, a vaginal examination is necessary. 
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The treatment must be carried out in a hospital 
and must depend upon the general condition of the 
patient, previous interference, the condition of the 
cervix, the period of gestation, and the situation of 
the placenta. Rapid manual or mechanical dilata- 
tion of the cervix and rapid delivery of the child by 
forceps, the administration of pituitrin, or breech 
extraction are to be condemned. 

In the 2,000 cases of pregnancy referred to, pla- 
centa previa occurred sixteen times. One patient 
with this condition died a few minutes after her ad- 
mission to the hospital. The fifteen others survived, 
and three of them gave birth to living infants. In 
nine cases, the treatment consisted in tamponade 
and version. The author agrees with Watson and 
Miller that conservative treatment or casarean 
section is the procedure of choice. 

Donap G. ToLiterson, M.D. 


Cruickshank, J. N.: Acute Endocarditis in Preg- 
nancy and the Puerperium: Notes on Eleven 
Autopsies. Glasgow M.J., 1927, cviii, 279. 

In a series of 160 consecutive postmortem exam- 
inations of women who died during pregnancy or the 
puerperium, acute endocarditis was found in 11 
cases. In 5 cases, the endocarditis was of the ulcer- 
ative type, in 6 cases of the simple type. 

In 2 cases, it was simply the terminal event in 
some other illness; in 4, it was secondary to infection 
elsewhere; in 2, it was of the rheumatic type; and in 
2, it developed at the end of a period of cardiac 
failure due to a previous attack of endocarditis. 

Puerperal sepsis appeared to be the direct cause 
of the acute endocarditis in only 3 cases. 

Infarctions were found in 7 of the 11 cases. In- 
farction of the brain was present in 4 cases, of the 
lung in 3, of the kidney in 3, and of the spleen in 1 
case. 

Splenic enlargement was present in 8 cases, but 
was extreme in none. 

Fever amounting to hyperpyrexia had been pres- 
ent in 2 cases. In 6, there was fever of moderate 
degree, while in 3 there was little or no disturbance 
of temperature. 

In conclusion, the author states that these post- 
mortem examinations demonstrate the importance 
of sepsis, both uterine and extra-uterine, in the 
causation of acute endocarditis in pregnancy and the 
puerperium, particularly when the endocardium has 
already been damaged. Cart H. Davis, M.D. 


Newell, F. S.: The Treatment of Cardiac Compli- 
cations of Pregnancy and Labor. Boston M. & 
S. J., 1927, cxcvli, 757. 

Newell stresses the great need for specialists in 
obstetrical cardiology. 

Ten per cent of all women develop murmurs dur- 
ing pregnancy, but in the vast majority of cases all 
signs and symptoms of cardiac impairment dis- 
appear later. In approximately 2 per cent of all 
pregnant women, a definite cardiac lesion is present, 
and in one-half of these cases, the patient’s future 
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depends upon the care which she receives during 
pregnancy. 

Congenital heart disease of a severe nature is 
comparatively rare. Mitral stenosis is the most 
serious lesion. Aortic lesions are less serious, while 
uncomplicated mitral insufficiency is of almost 
negligible importance. 

Patients with cardiac disease may be divided into 
three groups: (1) moderately and extremely severe 
cardiacs; (2) mild cardiacs; and (3) possible cardiacs. 

Those in the third group should be watched very 
carefully. Those in Group 2, who have had a single 
attack of rheumatic heart infection, but in whom the 
cardiac muscle is but slightly affected, should be 
carefully watched and instructed to avoid exertion. 
In this group, repeated pregnancies are relatively safe. 

Patients in Group 1 have a definite mitral 
stenosis or aortic lesion and heart-muscle damage. 
It may be possible to carry a patient of this type 
through one or more pregnancies, but cardiac in- 
validism may be the price paid. If the patient is seen 
before the fetus is viable, abdominal abortion with 
sterilization should be performed. When the fetus is 
viable, the patient should be carried to near term and 
cesarean section and sterilization then performed. 

HAMILTON, in discussing the paper, pointed out 
that 95 per cent of the patients in Group 1 have 
mitral stenosis, while only 1 or 1% per cent of all 
pregnant women have this lesion. Nevertheless, 20 
per cent of all maternal deaths at the Boston Lying- 
In Hospital and 28 per cent of all maternal deaths 
in the Faulkner Hospital were derived from this 
group. In the first two years of the Heart Clinic, 
there were 68 cardiacs of Group 1 with a maternal 
mortality of 17.7 per cent, whereas during the last 
three years there have been 133 patients of this 
type with a maternal mortality of 3.8 per cent. 
During the same period, the infant mortality was 
reduced from 26.5 to 19.9 per cent. This improve- 
ment was due entirely to the intelligent care given 
the patients by the obstetrical cardiologists. 

GEoRGE W. PHELAN, M.D. 


LABOR AND ITS COMPLICATIONS 


Gordon, C. A.: Respiratory Emphysema in Labor. 
Am. J. Obst. & Gynec., 1927, xiv, 633. 

The occurrence of air in the subcutaneous tissues 
is an unusual and interesting complication of labor— 
a phenomenon probably occurring more often than 
has been recorded in the literature and of interest 
because of its sudden onset and our lack of positive 
knowledge regarding its etiology and pathology. 

The author reports two cases in primipare. In 
one case the emphysema occurred in the first stage 
of labor and in the other in the second stage. 

E. L. CornELL, M.D. 


Mosher, G. C.: Czsarean Section; Indication and 
Limitations. Surg., Gynec. & Obst., 1927, xlv, 655. 


The main points made in this article may be 
summariaed as follows: 
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1. A Baudelocque diameter of less than 17 cm. 
and a true conjugate of 6 cm. or a tumor blocking 
the outlet is a positive indication for cesarean 
section. 

2. Seventy-five per cent of all pelvic contractions 
allow delivery by the natural passages. 

3. The classical conservative or Saenger operation 
done, when indicated, by election is comparatively 
safe. The maternal mortality should not exceed 2 
per cent. 

4. The maternal mortality is increased by rupture 
of the membranes, attempts at forceps delivery, 
the induction of labor, version, craniotomy, or even 
frequent examinations per vaginam previous to the 
section. After any of these, craniotomy should be 
selected in the interest of the mother’s life. If 
section is done after a potential infection, it must be 
a Porro or a low extraperitoneal operation. 

5. In eclampsia, the indication for casarean 
section is limited to the cases of primipare with a rig- 
id, long unyielding cervix who show no improvement 
following six hours of conservative treatment. 

6. Placenta previa is most generally an indication 
for Voorhees bag induction, the exception being 
severe bleeding with no dilatation in a previa 
centralis. 

7. The fetal mortality is to be reckoned according 
to whether the section is demanded by pelvic 
dystocia or by maternal disease. Under the former 
condition a minimal death rate for the infant may 
be predicted, whereas under the latter condition the 
risk to the child from hemorrhage, toxemia, or pre- 
maturity is necessarily vastly augmented. 

“Finally, the indication for caesarean section 
when we have reached Utopia will be entirely de- 
pendent on prenatal care and the obstetrical 
conscience.” Cart H. Davis, M.D. 


Rucker, M. P.: The Treatment of Contraction Ring 
Dystocia with Adrenalin. Am. J. Obst. & Gynec., 
1927, xiv, 609. 

The author reports two cases in which a con- 
traction ring causing dystocia was relaxed by a 
hypodermic injection of 5 minims of a 1:1,000 solu- 
tion of adrenalin. In most cases such an injection 
causes a cessation of uterine contractions that can 
be shown graphically, and a relaxation of Bandl’s 
ring that can be felt with the hand in the uterus. In 
no case has Rucker noted a motor effect. The cases 
in which there was no relaxation showed no effect at 
all. This result is probably explained by the occur- 
rence at the point of injection of a vasoconstriction 
which delayed the absorption. 

E. L. Cornett, M.D. 


Schumacher, P.: The Mechanism of Labor in the 
Contracted Pelvis. IV. The Transversely Con- 
tracted Pelvis (Der Geburtsmechanismus beim 
engen Becken. IV. Das querverrengte Becken). 
Arch. f. Gynaek., 1927, CXXX, 509. 


This article, one of a series on the mechanism of 
labor in the contracted pelvis, reports upon experi- 





mental investigations regarding the mechanism of 
labor in the transversely contracted pelvis. 

When the transverse contraction is slight, the in- 
fant’s head enters the pelvis according to the 
mechanism of the normal pelvis. The walls of the 
transversely contracted pelvis, which converge down- 
ward, exert an influence upon the mechanism of 
labor only when the degree and the form of the in- 
creasing contraction of the pelvis interfere with the 
normal changes in presentation and position of the 
descending head. The fetal head may be turned with 
its sagittal suture in the longitudinal diameter before 
it is turned by the knee of the birth canal. 

When the spines of the ischium are very promi- 
nent, the head may encounter additional resistance at 
their level, but in most cases this can be overcome 
with the aid of the “sagittal synclitism.”’ The devel- 
opment of this sagittal synclitism is explained ac- 
cording to the mechanics of labor and is shown in two 
illustrations. 

Attention is called to the importance in the 
mechanics of labor of the not uncommon striking 
mobility of the articulations of the kyphotic funnel 
pelvis. When the fetal head enters the pelvic inlet 
with the occiput directed rather posteriorly, it may 
still rotate with its occiput anteriorly in the upper 
portions of the pelvic cavity if the transverse con- 
traction is not marked. But the farther the head 
descends into the pelvis the more difficult this 
becomes until finally it is entirely impossible. The 
head is then prevented by the more closely approach- 
ing pelvic walls from making any change in position. 
In such cases labor takes place according to the 
mechanism of a frontal or an occiput-posterior 
presentation, which endangers the perineum to an 
even greater extent than the occiput-anterior pres- 
entation because the pubic arch of the transversely 
contracted pelvis is usually so narrow and pointed 
that even the less bulky sinciput has no room in it 
and therefore the bulky occiput exerts great force 
against the soft parts of the pelvic floor. 

More marked transverse contraction may affect 
the presentation and position of the advancing fetal 
head even in the pelvic inlet as it may turn the long 
fronto-occipital diameter into the longitudinal diam- 
eter in accordance with the slope of resistance of the 
pelvic inlet. ScHUMACHER (G). 


Freed, F. C.: Clinical Signs of Fetal Distress During 
Labor. Am. J. Obst. & Gynec., 1927, xiv, 659. 


The fetal heart sounds, since they are transmitted 
directly from the fetal heart, will usually give first- 
hand information as to the condition of the fetus. 
Careful auscultation is obligatory and should be 
done from early in labor until the child is born. It 
is especially necessary in the cases of elderly primi- 
pare, women with a “questionable” pelvis, cases 
in which there are frequent strong contractions, 
cases in which the fetal membranes have ruptured 
prematurely, and cases of breech presentation. 

A fetal heart beat remaining below 100 between 
pains is a sign of distress calling for extremely careful 
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observation and investigation or the termination of 
labor if this can be done with safety to the mother. 

A funic souffle, persistently heard, usually indi- 
cates that the cord is around the neck or that there is 
pressure on the cord. It is therefore extremely im- 
portant as it indicates possible danger to the fetus. 

The appearance of meconium is not per se of the 
vital importance that some obstetricians suppose, 
but when it is associated with slowing of the fetal 
heart, interference is indicated. 

Neither a rapid fetal heart nor a fetal heart that 
varies, provided the variation is within the usual 
normal range, is of serious importance in the major- 
ity of cases. 

Occasionally, however, a child may be born dead 
without previous warning from the fetal heart of the 
impending asphyxia even when careful observation 
has been continued throughout labor. Such deaths 
are usually due to some form of cerebral injury in- 
volving the respiratory center. 

Syphilis has not been found to be a factor in- 
fluencing the rate of the fetal heart during labor. 

A small pelvis, early rupture of the membranes, 
and frequent, strong uterine contractions have a 
marked effect in slowing the fetal heart. 

Prolongation of the first stage of labor influences 
the heart rate of the fetus very little, but prolonga- 
tion of the second stage has a more marked effect. 

In the discussion, Davis stated that the paper did 
not sufficiently stress the importance of irregularity 
of the fetal heart beat. 

PFEIFFER did not agree that the meconium is to be 
disregarded in cephalic presentation. He is of the 
opinion that the infant is at least partially asphyx- 
iated in such cases. E. L. Cornett, M.D. 


PUERPERIUM AND ITS COMPLICATIONS 


Findley, P.: Puerperal Inversion of the Uterus. 
Am. J. Surg., 1927, iii, 452. 

Two cases of complete puerperal inversion of the 
uterus were operated upon by the author. In both, 
the condition occurred in a primipara and followed 
forcible expression of the placenta. One patient died 
from shock and hemorrhage at operation, but the 
other, who was operated upon on the twelfth day of 
the puerperium, recovered. 

Findley states that partial inversion of the puer- 
peral uterus is of common occurrence, often un- 
recognized, and self-rectifying. 

Complete inversion, on the other hand, is one of 
the rarest of obstetrical mishaps. In 1,932,164 
labors, it occurred only 17 times or once in 113,063 
labors. It is most common in home deliveries. 

The forcible Credé maneuver and traction on the 
cord produce inversion only when the fundus is 1re- 
laxed and the lower uterine segment is flaccid. 

An unrecognized partial inversion may be made 
complete by an increase in the intra-abdominal 
pressure due to coughing or straining at stool. 

Approximately one-third of all cases of uterine in- 
version pass into the chronic stage thirty or more 
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days after labor. In two-thirds of all cases the 
placenta is adherent. Inversion may occur without 
collapse or hemorrhage. The mortality ranges from 
14 to 26 per cent. 

In the treatment it is of importance, first, to con- 
trol the hemorrhage and relieve the shock. A 
blanched patient is a poor surgical risk. When ef- 
forts to control the hemorrhage and relieve the 
shock are unsuccessful, the attempt should be made 
to replace the fundus. If this procedure fails, the 
fundus should be amputated. An infected uterus 
should be removed. DonatpG. Totterson, M.D. 


MISCELLANEOUS 


Kosmak, G. W.: Fundamental Training for Ob- 
stetrical Nurses. Surg., Gynec. & Obst., 1927, xlv, 
665. 

In proposing a condensed syllabus of theoretical 
and practical teaching, Kosmak says: The set 
period of thirty hours as a minimum has been ad- 
hered to, although neither the lectures nor the 
demonstrations may take up the full number. This 
will afford time for review lectures and for quizzes 
on the practical demonstrations. The textbooks on 
obstetrical nursing which have been thus far 
recommended should be either supplemented by 
simpler editions or subjected to revision in which 
the essentials treated in the lectures are noted and 
stressed. Moreover, it is of great importance that 
medical men lecturing to nurses on obstetrics be 
thoroughly instructed as to the character and 
purpose of their lectures, that such lectures be given 
by the attending staff, preferably the seniors, rather 
than by the resident internes. 

“‘ Anatomy as related to obstetrics. Bony pelvis— 
general structure, integral part of birth canal, in- 
fluence of labor. Organs of generation—uterus, 
ovaries, tubes, vagina, vulva. Relations of vagina, 
rectum, and bladder. Breasts. Elementary physi- 
ology. 

“ Physiology of reproduction and pregnancy. Men- 
strual life, puberty to menopause. Embryonic de- 
velopment, impregnated ovum to full-term fetus. 
Fetal membranes, liquor amnii, placenta, cord. 
Relation of mother to fetus, maternal impres- 
sions. 

“ Necessity of prenatal care. Hygiene of pregnancy, 
diet, clothing, exercise. 

“‘ Pathology of pregnancy. Nausea and vomiting— 
degree, treatment. Interruptions of pregnancy, 
abortion and premature labor, accidental hamor- 
rhage, placenta previa, etc. Intercurrent diseases, 
heart, lungs, kidneys, exanthemata, grippe. 

““Toxemias, early and late. Causes, varieties, 
treatment. 

“Labor. General features, stages, pains, mech- 
anism, presentation, progress, delivery of baby and 
placenta. Analgesia, anesthetics. 

“Puerperal period. Involution of uterus, lochia, 
care of breasts, subinvolution, pyelitis, phlebitis, 
puerperal mania, sepsis. 
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“Complications. Prolapsed cord or extremity, 
hemorrhage, precipitate labor. Operations—forceps, 
version, caesarean section, induction of labor, peri- 
neal and cervical repair. 

“‘ Newborn infant. Care, feeding, intercurrent dis- 
eases, premature infants. 

“Outs. 

“* Practical demonstrations. Each of these should 
be extended through two hours and be followed by a 
quiz. 

“zy, Anatomy. 2. Hygiene of normal pregnancy. 
3. Care of abnormal pregnancy. 4. Preparations for 
labor, normal. 5. Preparations for labor, abnormal. 
6. Puerperal care in normal case. 7. Care of puer- 
perium, abnormal. 8. Complications of pregnancy. 
g. Care of toxemias. 10. Care of newborn.” 

Car H. Davis, M.D. 


Yamamoto, T.: The Effects of the Roentgen Rays 
on the Development of the Embryo of the Hen. 
Jap. J. Obst. & Gynec., 1927, x, 2. 


In the experiments reported, both weak irradiation 
(one-sixth of the erythema dose for man) and strong 
irradiation (four-thirds of the erythema dose) were 
employed. For incubation, a mother hen was used. 

When the eggs were exposed to either the weak 
or the strong irradiation prior to incubation, no 
influence was exerted upon the development of the 


embryo. The weaker irradiation failed to exert an 
influence also during the early period of incubation. 

In a study of the effect on eggs at different stages 
of development, the author employed a full dose of 
rays of medium wave length and a full dose of rays 
of short wave length. He found the injurious effects 
to be greatest when the irradiation was given just 
after the thirty-second hour of incubation. After the 
two hundred and forty-first hour no demonstrable 
injury was produced. When rays of the longer wave 
lengths were used, the resulting anomalies were con- 
fined to the lower limbs and, in general, the injurious 
effects were somewhat less. However, the results 
indicate that the amount of damage was determined 
by the degree of development of the embryo rather 
than by the character of the rays. The fractional 
application of the same dose produced less markedly 
injurious effects. 

Finally the chickens which stood the influence of 
irradiation and were hatched naturally were reared 
and the influence of irradiation on their reproductive 
power and the incubation of eggs fertilized or laid by 
them was studied. These chickens began to lay eggs 
in the seventh month after incubation, as did the 
controls, and showed no abnormalities in the de- 
velopment of secondary sexual characteristics. The 
incubation of their eggs was also normal. 

Cartes H. Heacock, M.D. 
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GENITO-URINARY SURGERY 


ADRENAL, KIDNEY, AND URETER 


Brofeldt, S. A.: The Etiology and Clinical Aspects 
of Perinephritic Abscesses (Zur Aetiologie und 
Klinik der perinephritischen Abszesse). Acta Soc. 
Fennice Duodecim, 1927, viii, No. 10. 

In cases of chronic suppurative nephritis, inflam- 
matory processes of a hyperplastic nature are often 
found in the renal capsule and the surrounding fatty 
capsule at operation or autopsy. In comparison 
with the great frequency of various kinds of sup- 
purative nephritis, fully developed inflammations 
of a suppurative nature in the region of the kidney 
are relatively rare. With regard to the etiology and 
clinical picture of such inflammations, there are still 
many unsolved problems. 

As these inflammatory processes differ widely in 
their etiology, being alike only in their localization 
near the kidney, there has been no agreement in the 
nomenclature applied to them. Rayer called them 
simply “‘perinephritic abscesses,’ but Gerota, find- 
ing that the retroperitoneal tissue surrounding the 
kidney is separated from the rest of the retroperi- 
toneal tissue by the renal fascia, attempted to give 
special names to inflammatory processes within and 
outside of the renal fascia. Kuester and others des- 
ignated inflammation of the fatty capsule ‘‘para- 
nephritis.” Israel, who reserved the term “ perine- 
phritis” for inflammation of the fibrous capsule, 
applied the term “epinephritis” to suppurative in- 
flammations of the fatty capsule, but found no fol- 
lowers. Rehn and nearly all American urologists 
use the term ‘‘perinephritis” only for inflammation 
of the renal fat, and the term “paranephritis” for 
inflammation of the pararenal adipose tissue lying 
outside the renal fascia. The author regards the 
latter nomenclature as the most practical although 
it is not always possible to differentiate the various 
forms of abscesses clinically and therefore inflamma- 
tions localized both within and outside of the renal 
fat are called ‘‘perinephritic abscesses.” 

The author’s material consisted of forty-seven 
cases of perinephritic abscess from the University 
Surgical Clinic of Helsingfors. Thirty of the patients 
were males. According to statistics, perinephritic 
abscesses occur about twice as frequently in males 
as in females. The majority of the patients whose 
cases are reviewed were between twenty and forty 
years of age, but some of them were under twenty 
years and others under ten years of age. Two were 
children two years old. The abscess developed on 
the right side in twenty-four cases, on the left side 
in twenty-two cases, and on both sides in one case. 
According to the cases reported in the literature, the 
right and left sides are affected with equal fre- 
quency. 


PRIMARY PERINEPHRITIS 


Suppurative inflammatory processes may develop 
in the fatty capsule either primarily or secondarily 
from infectious processes in near-by organs. The 
primary type include also suppurations produced by 
gunshot or stab wounds and dull force. 

The part played by dull force in the etiology of 
perinephritic suppurations has been variously esti- 
mated. Earlier investigators regarded it as of great 
importance and attributed to it the more frequent 
occurrence of such suppurations in males. Expe- 
rience has shown that the bacteria which often reach 
the blood stream in surgical infections seem to cause 
suppurative processes only when they reach injured 
tissues. This observation provides a certain basis 
for the theory that the infection of the fatty cap- 
sule occurs directly from the blood stream without 
participation of the kidney. On the other hand, 
those who consider infection from the kidney to be 
the rule or at least the more common occurrence 
are able to explain the development of perinephritic 
suppuration in the absence of trauma. In the cases 
reviewed there were only four in which trauma 
could be blamed. In certain cases trauma may favor 
the rupture of a renal focus into the fatty capsule, but 
primary suppurations of the fatty capsule due to an 
injury seem to be extremely rare, if they occur at all. 

A primary metastatic origin of abscesses in the 
fatty capsule without a previous trauma has also 
been suggested as possible, but the experiments upon 
which this theory was based were carried out on 
rabbits which do not have a distinct fatty capsule 
and abscesses were formed not only in the cortical 
layer but also in the fibrous capsule. Moreover, the 
fibrous capsule in rabbits differs in its structure and 
vascular system from the fibrous capsule in man. 

At operation on perinephritic abscesses the sur- 
face of the kidney is occasionally found intact, but 
this does not necessarily mean that the suppuration 
was primary in the fatty capsule; the renal focus 
may have become healed before the operation. In 
general, it is contrary to all surgical experience to 
assume that a primary perinephritis can develop by 
way of the blood stream. A metastatic abscess is 
more apt to be formed in the sensitive renal tissue 
than in the fatty capsule .’ e resistance of which is 
much like that of the great omentum. 

It has been suggested also that the fatty capsule 
of the kidney may become infected by way of the 
lymph stream. According to Miller, infection of the 
fatty capsule by way of the lymph vessels in in- 
flammations of the bladder and genitalia is theoreti- 
cally possible since not only the bladder and the 
region of the genital organs but also the lymph 
vessels of the kidneys and their capsules communi- 
cate with the laterat lumbar lymph glands. The 
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perinephritic suppurations occurring after labor have 
also been attributed to lymphogenous infection. Ac- 
cording to Cumston, the development of infection 
of the fatty capsule in the first weeks after delivery 
indicates an infection by the lymphatic route but 
experience has shown that it is typical of a hema- 
togenous infection. Even if it is admitted that in- 
fection may occasionally ascend toward the lateral 
lymph glands, the latter form a strong barrier which 
infection can rarely overcome. On the other hand, 
it must not be forgotten that during or after labor 
the infecting agents may easily reach the blood 
stream by way of the large wound surfaces. 

According to another theory, the fatty capsule 
may become infected by way of the lymph stream 
from inflammations of the abdominal viscera. Ac- 
cording to the investigations of Franke, at least a 
slight network of lymph vessels leads from the colon 
to the renal capsule. However, most of the lymph 
vessels end in the median lumbar glands which have 
no communication with the kidneys. 

Finally it has been claimed that an infection may 
reach the fatty capsule from the thoracic viscera by 
way of the lymph stream, but in the author’s opin- 
ion, the reverse is more likely. 

Brofeldt concludes that primary suppurations of 
the fatty capsule occurring by way of either the 
blood or the lymph stream are rare, and that in not 
a single case of those reviewed was such a possibility 
likely. 

r SECONDARY PERINEPHRITIS 

Among the secondary perinephritic abscesses are 
also included all suppurations of the fatty capsule 
which arise from infectious processes in the organs 
and tissues surrounding the renal capsule. In such 
cases the infectious process first produces a retro- 
peritoneal phlegmon and the latter ruptures into the 
fatty capsule. As the symptoms of the primary in- 
flammatory process often dominate the clinical pic- 
ture, such cases are excluded from this discussion. 

The part played by the kidneys in the etiology of 
perinephritic abscesses is exceedingly important and, 
in chronic nephritis, fully recognized. 

A relatively large percentage of all perinephritic 
abscesses are suppurations produced by chronic ne- 
phritis. In the author’s material the perinephritis 
was due to pyonephrosis in six cases, renal calculus 
in four cases, and tuberculosis in one case. In the 
literature, chronic pyelonephritis is often given as a 
cause of perinephritic abscesses, and theoretically it 
is possible that the secondary cortical abscesses bring 
it about after direct rupture of the fibrous capsule 
or by way of the lymph stream following permea- 
tion of the capsule. But neither in his own material 
nor in the literature has the author been able to 
find any cases supporting such an assumption. Prac- 
tically only the chronic forms of renal suppuration 
which produce retention in the renal pelvis, a pyo- 
nephrosis, can cause perinephritic abscesses. As re- 
nal stones very often cause retention or pyoneph- 
rosis, they are frequently the primary factor in 
perinephritis. 





The theory that acute hematogenous infections 
of the kidney are of importance in the etiology of 
perinephritic abscesses has lost considerable ground. 

As the nature of the condition in perinephritic 
abscess often does not necessitate exposure and care- 
ful inspection of the kidney, the point of origin of 
the perinephritic abscess frequently remains unde- 
termined. Therefore the question arises as to 
whether it is possible to determine from the clinical 
symptoms alone when a perinephritic abscess has 
had its origin in the kidney and whether in these 
cases it is possible to diagnose a possible renal ab- 
can aside from the suppuration in the fatty cap- 
sule. 

According to the author’s experience, tenderness 
and tension in the lumbar region depend more upon 
the intensity of the renal process than upon its na- 
ture, and tenderness on palpation and percussion is 
found also in other renal infections as well as cortical 
abscess of the kidney. Therefore it is difficult to 
draw conclusions as to the etiology of the perine- 
phritis from these findings alone. 

The changes in the urine in perinephritis are fre- 
quently very slight, and the urine is often macro- 
scopically clear. However, on the basis of the cases 
reviewed it may be said that on careful examination 
the urine usually shows erythrocytes and leucocytes 
in the initial stages and later chiefly leucocytes. 
Albumin is also often demonstrable. 

With regard to the bacteriological examination of 
the urine in cases of perinephritis, little can be found 
in the literature. The urine was examined bac- 
teriologically, both microscopically and culturally, 
in thirty-four of the author’s forty-seven cases. Of 
the thirty-six cases of questionable etiology a bac- 
teriological examination was made in twenty-six. 
Staphylococci, chiefly staphylococcus aureus, were 
found in thirteen, streptococci in two, a coccus re- 
sembling the parapneumococcus in one, diplococci 
in one, colon bacilli in five, and an anaerobic bacillus 
resembling the bacillus thetoides in one. The cul- 
ture was sterile in only four instances. Therefore 
staphylococci were found in half of the cases and it 
is possible that in the earlier stages of the disease 
they would have been found more frequently. Ani- 
mal experiments also have shown that especially the 
virulent strains of staphylococci are most apt to 
produce embolic-metastatic cortical foci. 

Histological studies of cases of renal infection led 
to the same conclusions. The staphylococcus aureus 
predominated in the author’s material, but in the 
cases of elimination nephritis reported by Hellstroem 
the staphylococcus albus was present almost exclu- 
sively. As the virulent staphylococcus is perhaps 
found most often in furuncles, carbuncles, and pa- 
naritia, it is easily understood why perinephritic 
abscesses develop in these peripheral infections. 
Males develop perinephritic abscesses more fre- 
quently than females, probably because, by reason 
of their occupations, they are more subject to trau- 
matic peripheral infections which provide portals of 
entry for the staphylococci. 
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In infectious nephritis in general, colon bacilli 
have been found in from 70 to 90 per cent of the 
cases, but these figures are evidently too high be- 
cause they include also chronic renal suppurations 
in which, as is well known, colon bacilli often persist 
in the urinary tract after the staphylococci and 
streptococci have disappeared. At any rate, the in- 
cidence of hematogenous colon-bacillus nephritis 
appears to be greater than that of staphylococcus 
nephritis. 

In the author’s cases of perinephritis the colon 
bacillus was found only four times in the urine and 
simultaneously in both the urine and the pus in only 
one case. Hence there was only one case of colon- 
bacillus perinephritis due definitely to acute hema- 
togenous renal suppuration. Moreover, in a review 
of the literature, the author was unable to find a 
single positive case of colon-bacillus perinephritis 
due to acute renal infection. 

The author’s case was probably one of colon- 
bacillus elimination nephritis in which secondary 
infarction foci ruptured or reached the fatty capsule 
by way of the lymph stream. The abundance of 
leucocytes in the urine also indicated a pyelitis type 
of condition. The colon bacillus rarely produces 
typical pus foci, whereas in the author’s case thin 
pus was found in the cedematous fatty capsule. In 
the two other cases in which the colon bacillus ap- 
peared in the urine, staphylococci were found in the 
urine, the colon bacilli being evidently secondary 
invaders of the urinary tract. 

The tubercle bacillus has also been regarded as a 
typical cause of metastatic embolic renal infection, 
but in the literature there is no report of a case in 
which a typical tuberculous perinephritis was pres- 
ent without a pyonephrosis. Tuberculous elimina- 
tion nephritis is more common than the embolic- 
metastatic form. 

Through the finding of bacteria, especially of 
staphylococci or streptococci, in the urine, we may 
establish with certainty, provided there are no 
chronic renal symptoms, the simultaneous presence 
of the excitants of the infection in the blood, and 
thus the assumption of the presence of a perine- 
phritic abscess is considerably facilitated. 

From the etiological standpoint, the finding of 
bacteria in the urine is not unconditionally indica- 
tive of a renal abscess, as experience has shown 
that the excitants of the infection can be cultured 
from the urine in many surgical infections. How- 
ever, they are not found by any means regularly or 
they appear for only a short period of time and 
often in only very small numbers. Although this 
bacterial elimination does not seem to occur through 
the intact kidney, the renal changes may be rela- 
tively insignificant and there may be no clinical 
symptoms on the part of the urinary tract. How- 
ever, if a true infectious nephritis results, its symp- 
toms may be recognized from the urine. 

It has been asserted that a sudden fall in the 
fever after the opening of the perinephritic abscess 
indicates that the infection did not have its origin 
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in the kidney. Nevertheless it has been observed 
that the opening of a renal abscess is followed rela- 
tively often by a Critical fall in the fever. In two 
of the cases of perinephritis following pyonephrosis 
in the author’s material the fever dropped after in- 
cision of the abscess, but in seven cases it persisted 
for some time. A critical fall in the fever after the 
opening of the abscess is therefore of no etiological 
significance. Moreover it has been found that corti- 
cal abscesses heal rapidly so that only the complica- 
tion persists and the fever falls after the disappear- 
ance of the complication. In twelve cases due pri- 
marily to an acute renal infection the critical fall 
in the fever indicated only how circumscribed the 
renal foci were in these cases. In fourteen cases the 
fever dropped at first, but later there were short 
febrile periods although the pus cavities showed no 
symptoms of retention and the amount of suppura- 
tion did not increase with the repeated dropping of 
the fever. Therefore the fever resembled the type 
which is usually associated with infectious nephritis. 

Finally the changes in the urine and the fever 
must be considered together in determining the point 
of origin of the perinephritis. 

In eleven of the author’s forty-seven cases the 
condition began in association with a chronic renal 
infection and the etiology was clear. In most of 
these the diagnosis was confirmed at operation. In 
five of the remaining thirty-six cases, a renal abscess 
was found either at operation or autopsy. In nine 
cases the urine contained albumin and a relatively 
large number of leucocytes and bacteria either in the 
beginning or later, and there were postoperative 
febrile periods. So many findings suggesting renal 
involvement could have been due only to an infec- 
tious nephritis. In these cases, the perforation of a 
large abscess could not have occurred as a commu- 
nication between the renal pelvis and the perirenal 
tissue was found at operation only once. It is more 
likely that, in addition to embolic-metastatic foci 
in the cortex, there were also medullary foci from 
which the infection spread to the renal tubules either 
directly or by way of the lymph stream. It is pos- 
sible also that, in acute pyelitis, the infection in- 
volving the renal cortex and producing infectious 
foci in that region extends to the perirenal tissue 
either directly or by way of the lymph stream. 

In five cases the urine was macroscopically clear 
and the sediment showed few leucocytes, erythro- 
cytes, and bacteria, but the fever persisted after the 
operation as in the other group. The author believes 
that in these cases also the clinical picture was not 
due to bacterial elimination alone but also to em- 
bolic-metastatic renal infection. 

In five cases the urine contained albumin and 
numerous erythrocytes at first and numerous leuco- 
cytes and bacteria later, but the fever dropped by 
crisis after the operation. The fall of the fever did 
not indicate the absence of a renal affection, but 
suggested that the renal abscesses were limited to 
a circumscribed area. Although cystoscopy was 
done in only a few of these cases, it indicated that 
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the urinary changes in these cases also, in which 
they were relatively insignificant, were not due 
merely to bacterial elimination. 

In two cases the urine contained leucocytes but 
was sterile. However, as considerable time has 
passed since the beginning of the illness, the renal 
abscess may have healed or the bacteria may have 
disappeared from it. 

Even in the urine of normal persons, isolated 
leucocytes may be found, but as a rule epithelial 
cells are present in addition. Also in febrile diseases, 
the urine may contain a small amount of albumin, 
hyaline and epithelial casts, epithelial cells, and 
isolated leucocytes. 

In hematogenous embolic focal nephritis, on the 
other hand, the urine regularly contains leucocytes 
and erythrocytes, chiefly in the beginning of the 
disease, but in general the leucocytes are more nu- 
merous than the other formed elements. Bacterial 
findings are extremely important and rarely absent. 

The author therefore concludes that even in cases 
with relatively insignificant urinary changes, it is 
possible to determine whether or not a renal abscess 
is the ultimate cause of the perinephritis not only 
from the quantity but also from the quality of the 
urinary sediment. 


THE SYNDROME 


The disease may begin either very acutely or in- 
sidiously. In thirty-three of the author’s cases, it 
began relatively suddenly with darting pain in the 
lumbar region and with fever which usually was of 
the intermittent type. In twenty-six cases, the acute 
onset was followed by a severe chill, which may 
have indicated that bacterial emboli had reached the 
blood stream or the renal cortex. 

In thirty-one cases, the most noteworthy and 
constant symptom was pain in the lumbar region. 
In some cases, this radiated to the urethra, the 
perineum, the inguinal region, or the thigh. In sev- 
eral cases, there was dysuria without marked urinary 
changes. As a rule the strangury did not last long. 
Every movement affecting the kidney, even respira- 
tion, increased the pain. 

In fourteen cases, the disease began insidiously 
with diffuse symptoms such as lassitude, but ulti- 
mately a swelling in the lumbar region was noted. 
As a rule, however, the typical pains in the lumbar 
region developed before the swelling had become 
marked. 

In many cases, the disease began with acute dif- 
fuse symptoms or symptoms localized in the lumbar 
region, which persisted for several days and then 
ceased. Several weeks later there was a new acute 
attack, and at this time the symptoms of the peri- 
nephritis were first noted. The renal infection evi- 
dently developed during the first attack. 

After the formation of the perinephritic abscess, 
the lumbar pain became continuous and in the ma- 
jority of the cases a lumbar swelling appeared. 
When the pus was localized behind the kidney or at 
the lower pole of the kidney, the swelling was diffi- 
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cult to palpate. When the kidney could be palpated, 
it often seemed to be enlarged and suggested a renal 
tumor. In some of the cases nothing pathological 
could be found in the kidney region at first, espe- 
cially when the abscess lay at the upper pole. In 
most cases, however, the tumor mass was quite 
large, extending from the border of the ribs tothe 
iliac crest and to the umbilicus. 

Typical of the condition is the restricted mobility 
of the kidney on respiration and on attempts to 
move it by palpation. In the later stages, fluctua- 
tions are noted. Gradually the lumbar muscles be- 
come infiltrated and the pus perforates subcutane- 
ously into the lumbar region or the lower part of 
the abdominal wall. Relatively often the extension 
of the process downward along the ileopsoas muscle 
causes flexion of the hip, and soon thereafter a re- 
sistance is noted in the iliac fossa or the inguinal 
region. In some cases obstipation may be present. 
Perforation of the pus into the peritoneal cavity is 
rare and usually fatal. 

When the abscess is situated at the upper pole of 
the kidney the local symptoms are at first insig- 
nificant. The first signs of the condition in such 
cases are pleuritic symptoms and pain and tender- 
ness below the border of the ribs and in the hypo- 
chondrium. After the abscess has ruptured into the 
subphrenic space it causes other symptoms, and 
dullness over the lower portions of the lungs and 
pleurisy are often found. 


DIAGNOSIS 


A sudden onset with fever, chills, pains in the 
lumbar region, a relatively clear urine with few 
leucocytes and staphylococci are characteristic of 
embolic-metastatic abscess of the renal bed, but a 
diagnosis of perinephritic abscess is rendered posi- 
tive only by positive puncture findings, positive 
roentgen-ray findings, or a swelling in the region of 
the kidney. 

TREATMENT 


It is generally agreed that suppurative foci in 
perinephritis must be treated surgically. Although 
a cure is sometimes obtained by conservative treat- 


ment, surgery gives better results. The results of 
surgery are best when the operation is performed 
early. However, operation is indicated only when 
the true symptoms of perinephritic abscess are noted. 

In the author’s cases the usual oblique lumbar 
incision is used. The surface of the kidney is pal- 
pated and fluctuating areas are broken into with the 
finger. In all of the author’s thirty-one cases which 
were operated upon, only one incision was made at 
first and if nephrectomy was deemed necessary it 
was done at a second stage. The only exceptions 
were cases of pyonephrosis in which the basic condi- 
tion was treated according to the indications. 

When the abscess had gravitated to the inguinal 
region, a second incision in the lumbar region was 
necessary. 

The after-treatment of the abscess cavity was car- 
ried out according to the usual surgical principles. 
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The postoperative complications were relatively 
slight. The fever dropped by crisis in only twelve 
cases; in the rest it dropped by lysis or lasted a few 
days longer and then dropped. In several cases the 
febrile picture typical of infectious nephritis per- 
sisted without symptoms of retention. 

There were no serious postoperative pulmonary 
complications. One patient developed erysipelas and 
another a fecal fistula. In one case a nephrectomy 
was followed by a large fecal fistula. The abscesses 
usually healed quickly. In five cases, healing oc- 
curred in a few weeks; in twelve, in a month; and 
in two, in four months (complications). In cases not 
operated upon, healing required from three to four 
months. 

PROGNOSIS 

The prognosis of perinephritis due to pyonephrosis 
is extraordinarily poor, but in the other types of 
cases it is relatively favorable. 

Louis NEUWELT, M.D. 


Corbus, B. C., and Danforth, W. C.: Pyelitis in 
Pregnancy. J. Urol., 1927, xviii, 543. 

Pugh, W.S.: Pyelitis of Pregnancy: Its Treatment 
with the Indwelling Catheter. J. Urol., 1927, 
XVlil, 553. 

Crabtree, G.: Stricture Formation in the Ureter 
Following Pyelonephritis of Pregnancy. J. 
Urol., 1927, xviii, 575. 

Corsus and DANFORTH review cases of pyelitis of 
pregnancy, supplementing their report with pyelo- 
grams. After termination of the pregnancy, definite 
changes in the urinary tract were demonstrated in 
all, but the authors believe that in some instances 
these changes were present before the pregnancy 
began, the acute attack of urinary infection during 
gestation being due to activation of the original 
lesion by the pregnancy and in some instances 
additional obstruction produced by the pregnant 
uterus. As the termination of the pregnancy does 
not cure the urinary infection, the treatment should 
be continued until the urinary tract has become 
normal or as near normal as possible. 

Pucu states that the treatment of pyelitis of preg- 
nancy should include the forcing of fluids and drain- 
age of the renal pelvis by an indwelling ureteral 
catheter, preferably a large catheter opaque to the 
X-rays. The larger the catheter the shorter the 
duration of illness. Though there may be some dis- 
comfort during the early stages, this will pass away 
as drainage is established. Operative intervention is 
rarely indicated. 

CRABTREE concludes that stricture of the ureter 
due to pyelonephritis of pregnancy may occur in 
locations not affected by the fetus. The delay of 
symptoms until several months after delivery he 
attributes to the fact that during pregnancy there is a 
dilatation of the entire ureter and renal pelvis. He 
reports a case in which a stricture of the ureter 
demonstrated prior to pregnancy subsequently dis- 
appeared in the ureterogram, but several months 
after delivery could again be definitely seen. He 


reports also a case of ureteral stricture following 
acute pyelonephritis of pregnancy which showed a 
direct relation between the kidney condition and the 
blood pressure. Following a nephro-ureterectomy, 
the blood pressure returned to normal and the 
general condition became markedly improved. The 
pathological specimen showed cicatrization of the 
ureter for a distance of about 3 cm., this indicating 
that palliative dilatation of the ureter would proba- 
bly have failed. J. Sypney Rirtrer, M.D. 


Mdller, W.: A Simple Improvised Method of Ex- 
tracting Deep Calculi from the Ureter (Eine 
improvisierte und einfache Methode zur Extraktion 
tiefsitzender Uretersteine). Acta chirurg. Scand., 
1927, Ixii, 367. 

In the extraction of a calculus from the intra- 
vesical part of the ureter the author made use of a 
pair of Bruening forceps which are intended for the 
extraction of foreign bodies from the bronchi. He 
inserted the forceps into the bladder at the side of 
the cystoscope. 

With the use of suitable end-pieces, this instru- 
ment may be employed partly for dilatation of the 
ureteral orifice and partly for grasping and extract- 
ing the concretion. Its introduction is simple, and 
the manipulations, which can be controlled by direct 
vision, are exact, painless, and apparently free from 
danger. The use of the instrument should be re- 
stricted to concretions in the lowest part of the 
ureter in the female. 


Hunner, G. L.: Ureteral Stricture and Chronic 
Pyelitis in Children. Am. J. Dis. Child., 1927, 
XXXiv, 603. 

In most of the infants and children treated for 
chronic pyelitis by the author, ureteral obstruction 
attributable to ureteral stricture has been found, and 
in many cases the establishment of urinary drainage 
by dilatation of the narrow area in the ureter has 
resulted in a cure. It is generally believed that the 
only treatment for chronic pyelitis in children is 
medical and dietary or, in extreme cases, surgical. 
To date, the additional use of vaccine has proved of 
no value. The treatment of chronic pyelitis in chil- 
dren has been based on the supposition that the 
condition is secondary to gastro-intestinal dis- 
turbances, but since the urologist has found that the 
gastro-intestinal disturbances often clear up after 
the establishment of effectual renal drainage, it is 
evident that when such disturbances are associated 
with definite symptoms referable to the urinary 
tract, the treatment should not be limited too long 
to the gastro-intestinal tract. 

The author believes that most of the chronic in- 
fections of the upper urinary tract are located in the 
renal pelvis and may be classed as pyelitis or in- 
fected hydronephrosis. This view is supported by 
the observation that in 80 per cent of cases of ureteral 
stricture with varying degrees of stasis and dilatation 
in the upper urinary tract there is no urinary infec- 
tion or history of previous infection, and in the 20 
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per cent which show infection the pus disappears 
promptly and the urine becomes sterile after dilata- 
tion of the ureteral stricture and the establishment of 
good drainage. 

Failure of the pyelitis to clear up promptly after 
dilatation of the stricture in the lower ureter may be 
due to: (1) persistence of the narrowing because of 
repeated irritation from some distant focus of in- 
fection, (2) a second area of narrowing at or near the 
pelvi-ureteral juncture, or (3) an unusually large 
pelvis which causes descensus of the kidney and 
thereby interferes with drainage. 

In cases of the first type, the eradication of the 
focus of irritation will result in permanent drainage 
and a cure of the pyelitis. In cases with a second 
area of narrowing the passage of bulbs of increasing 
size into the renal pelvis will effect a cure. In cases 
of unusually large renal pelvis, the release of ad- 
hesions, wide dilatation of the pelvi-ureteral stric- 
ture, resection of the enlarged nelvis, and high 
fixation of the kidney are indicated. 

Urographic ‘‘kinks” are still interpreted as the 
cause of hydronephrosis and impairment of drain- 
age, and many useless nephropexies have been per- 
formed for their correction. Frequently, however, 
dilatation of the original lower stricture is followed 
by spontaneous replacement of the prolapsed kidney 
with resulting good- drainage and clearing of the 
infection. 

In practically all cases of stricture of the ureter 
there is some distant focal infection. As a rule, 
the patient returns for repeated ureteral dilatations 
as long as such an infection persists, but when the 
focus is removed, a permanent cure usually results 
after a few more dilatations. The effects of a stric- 
ture may be noted relatively late in life. According 
to recent investigations of Schreiber, stricture may 
result also from congenital malformations such as 
the accentuation of a normally narrow area in the 
ureter, kink obstruction due to crossing anatomical 
structures such as the vas deferens and uterine 
artery, the external pressure of an adnexal tumor, 
and inflammation involving the ureteral wall. 

In some cases, pyelitis may be the result of 
cystitis, but in most cases there had been a partial 
closure of the ureteral lumen with secondary stasis 
of urine in the upper urinary tract. If the ureteral 
channel was previously normal, drainage of the kid- 
ney is usually re-established as soon as the cystitis 
subsides, and the infection in the kidney subsides 
synchronously with that of the bladder. When there 
is continued stasis in the kidney due to malposition, 
when perinephritic or peri-ureteral adhesions have 
developed during the acute attack, and when there 
has been a latent ureteral stricture with stasis, the 
acute pyelitis may persist until the ureteral channel 
is opened. 

Since the part played by ureteral stricture in most 
chronic renal infections has been recognized, the 
good results obtained from renal lavage have been 
attributed to the dilatation with the renal catheter 
rather than to the solution used. 








In thirty-four cases of renal involvement in chil- 
dren fifteen years of age or younger, the following 
conditions were found: pyonephrosis, one case; 
hydronephrosis, six cases; hematuria, three cases; 
congenital malformation, one case; renal calculus, 
two cases; tuberculosis, fourteen cases; and chronic 
pyelitis, twelve cases. Louis NeuweELt, M.D. 
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Wildbolz, H.: Tests of Renal Function in Prostatics 
(Ueber Nierenfunktionspruefungen bei Prostati- 
kern). Ztschr. f. urol. Chir., 1927, xxii, 416. 


The author reports on his last 135 prostatectomies 
in which the function of the kidneys was determined 
before the operation by three methods, viz., the 
dilution and concentration test, the dye excretion 
test, and determinations of the residual urea in the 
blood. 

The dilution and concentration test of Strauss 
proved to be the most sensitive test, the first to show 
a loss of secretory power. In none of the patients 
with more than 100 c.cm. of residual urine were its 
results normal. Particularly the power of concen- 
tration was considerably diminished as a rule, but 
this improved rapidly under regular catheterization. 
The coefficient of Becher proved to be of little value. 

The dye tests (indigocarmine and phenolsulphone- 
phthalein) showed defective renal function less 
regularly. The author always injects the dyes intra- 
muscularly as the intravenous injection of foreign 
substances is not always entirely harmless. He pre- 
fers phenolsulphonephthalein because the amount 
of dye that is excreted within the first and second 
hours is of chief importance and this is easier to 
estimate with phenolsulphonephthalein. 

The author determined the amount of residual 
urea in the blood by the hypobromite method with 
the use of the Lauterburg apparatus, a procedure 
which requires only 2 c.cm. of blood. He considers 
50 mgm. of residual urea in 100 c.cm. of blood serum 
as a normal amount (maximum). As a rule the 
operation was done only when the residual urea in 
the blood was less than 50 mgm., but in a number of 
cases it was performed when the values were higher 
because the other tests of function showed good 
values—7o0, 80, and 85 mgm. In one case in which 
there were 85 mgm. of residual urea and the other 
tests also showed poor results, death occurred eight 
days after the operation when the residual urea had 
increased to 200 mgm. This was the only death 
from uremia in the series of 135 prostatectomies. 

In summing up, the author remarks that none of 
the methods used is alone decisive as to whether the 
condition of the kidneys will or will not allow a 
prostatectomy. An unfavorable result of the dilu- 
tion test is not in itself a definite contra-indication 
to prostatectomy, but it serves as a warning and 
indicates the importance of the use of other func- 
tional tests in addition. A favorable result of the 
test, on the other hand, i.e., a concentration of over 
1,015 and fluctuations of the specific gravity between 
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a minimum and a maximum of more than 0.015, 
seems to indicate good renal function. 

With the phenolsulphonephthalein test (intramus- 
cular injection), the limit of operability in the case 
of a prostatic is indicated by the excretion of 10 per 
cent of the dye in the first hour, provided the values 
are considerably higher in the second hour and the 
other functional tests show satisfactory results. As 
a rule all three tests result either favorably or un- 
favorably. When this is the case the decision is 
easy. In other cases, repeated control tests are 
necessary. Each method gives information regard- 
ing only some of the function of the kidneys and 
a poor result of a single test does not necessarily 
indicate renal insufficiency. Only high residual urea 
values in the blood are an absolute contra-indication 
to operation. 

In determining the operability of borderline cases 
the author considers not only the condition of the 
lungs and vascular system, but also the possibility 
of performing the prostatectomy by the perineal 
route. He regards the perineal prostatectomy as 
less injurious to the general condition than the 
suprapubic prostatectomy and has observed also 
that the residual urea in the blood after operation 
by the perineal route rises much more slowly and to 
a less extent than following the suprapubic procedure. 

Wildbolz urges treatment by regular catheteriza- 
tion for some time previous to prostatectomy. Even 
very seriously defective renal function may be so 
improved by the relief of urinary stasis that after a 
few weeks the operation can be carried out success- 
fully. For this preliminary treatment, the author 
prefers regular catheterization or the use of a reten- 
tion catheter to the two-stage prostatectomy since 
in certain renal injuries the preliminary suprapubic 
section may itself produce uremia. But the surgeon 
should not be led to perform a prostatectomy merely 
because the clinical picture has improved under pre- 
liminary treatment; his decision to operate should 
always be based on the results of repeated tests of 
renal function. JANSSEN (Z). 


Thomas, B. A., and Robert, J. T.: Prostatic Cal- 
culi. J. Urol., 1927, xviii, 470. 


Prostatic calculi may be classified as primary or 
endogenous and secondary or exogenous. The for- 
mer are septic or aseptic. It is now thought that 
they begin as corpora amylacea, the result of natural 
function. They are at first composed of organic 
matter, but later are impregnated by earthy con- 
stituents, becoming dense and opaque concretions 
from the deposition of calcium phosphates and car- 
bonates. Inflammation and obstruction aid the 
process, and infection plays an important réle. In 
68.6 per cent of the cases there is no history of 
gonorrheea. 

Phosphatic calculi have been found as early as 
the tenth year of life, but they occur most often in 
the fifth decade. The vast majority are intraglandu- 
lar. They are found usually in the lateral lobes 
and as a rule are bilateral. 
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Prostatic calculi are most commonly associated 
with chronic prostatitis and frequently with neis- 
serian infection. They are rarely found with malig- 
nancy. Their most common symptoms are frequency 
and difficulty in urination, burning, urgency, hema- 
turia, retention of urine, and perineal pain. 

The most reliable method of diagnosis is X-ray 
examination. Rectal examination reveals crepita- 
tion and a nodular or stony hardness. 

Serious sequela may be averted by early inter- 
vention. Prostatic calculi do not tend to recur. 

The best treatment is prostatolithotomy with 
thorough removal of all particles. Sometimes a 
stone may be crushed and removed through the 
endoscope. BENJAMIN F. ROLLER, M.D. 


Thomas, B. A.: Vital Factors in the Management 
of Prostatic Obstruction. Ann. Surg., 1927, 
Ixxxvi, 563. 

As a prophylactic measure in cases of prostatism, 
Thomas urges early operation before organic com- 
plications set in. In cases of prostatic obstruction 
cystoscopic examination is necessary to determine 
not only the type of obstruction but also the pres- 
ence or absence of associated pathological condi- 
tions such as diverticulum, tumors, calculi, and 
hypertrophy of the trigone. In about 10 per cent 
of the cases some form of bar formation and a con- 
tracture of the bladder neck are found. 

In deciding whether to operate or whether to 
permit so-called catheter life, the author’s axiom is: 
“Operate if you dare to and catheterize only if you 
must.” When possible, surgery is better. 

Operation should be preceded by: 

1. Determination of the kidney function by esti- 
mating the blood urea nitrogen. A reading of over 
30 mgm. denotes a poor risk. The author deter- 
mines the quantitative elimination of phthalein, 
making collections during three twenty-minute 
periods. When the kidneys are damaged the dura- 
tion of elimination is delayed and hence the output 
of the first interval may be almost nil at times. 
When the output is less in the first period than in the 
third period,\injury of the kidneys is indicated. 

2. A study of the cardiovascular system with par- 
ticular attention to the blood pressure readings. 
When in cases with low tension the systolic pressure 
is 110 or less, the diastolic pressure must be over 
60; when the diastolic is less than 60, the systolic 
must be over 110. When in cases of high tension 
the systolic is 180 or more, the diastolic must be 
less than 100; when the diastolic is over 1oo the 
systolic must not be over 175. This is not pulse 
pressure in the usual sense but rather pulse pressure 
with systolic and diastolic limitations. 

3. Routine tests such as the blood Wassermann 
reaction, the determination of the coagulation time 
of the blood, routine blood-sugar estimations, and 
examinations of the central nervous system for 
evidence of disease. 

Age, per se, is never a vital factor in prohibiting 
surgery of the prostate. Modern urology, which 
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has made an art of both pre-operative and post- 
operative care, has reduced the operative mortality 
from 50 per cent to less than 5 per cent. 

The author prefers the use of a retention catheter 
when possible to a first-stage cystotomy. A view of 
the bladder neck is the best index as to whether 
surgery should be done by the suprapubic or peri- 
neal route or by some form of “punch” operation. 
The suture ligation of the bleeding point at the time 
of prostatectomy is favored. Packing of the pro- 
static bed is considered the least desirable method of 
controlling hemorrhage. Vasectomy is done only for 
recurrent epididymitis. If embolism, phlebitis, and 
epididymitis are to be prevented, old men must not 
be allowed out of bed too soon. 

Maurice Mettzer, M.D. 


MISCELLANEOUS 


Kretschmer, H. L.: Urological Problems in Infancy 
and Childhood. J. Urol., 1927, xviii, 433. 


The author reviews the urological findings in the 
cases of eighty-six children ranging in age from 
twenty-seven days to fourteen years. Twelve of the 
children were under two years of age. Forty-two 
were boys. With the exception of pyelitis, the inci- 
cence of the various lesions was about the same in 
both sexes. Pyelitis was found more frequently in 
girls than in boys. 

Kretschmer is of the opinion that medical treat- 
ment of urological conditions is frequently continued 
too long, but that in the cases of children it should 
always be tried before a complete urological examina- 
tion is made. 

In the past, cystoscopy with ureteral catheteriza- 
tion has been regarded as inadvisable in the cases of 
children because it is a major procedure, requires an 
anesthetic, and is often followed by a severe reaction. 
The author believes that all of these objections are 
unfounded if the urologist has been properly trained 
and if the proper instruments are used. In his 


opinion, the indications for cystoscopic examination 
are the same in infants and children as in adults. 





Besides the establishment of urological diagnoses, 
the urologist is being called upon more and more 
frequently to make differential diagnoses of abdom- 
inal conditions and to differentiate between lesions 
of the right upper quadrant of the abdomen and the 
right kidney. 

In Kretschmer’s method of procedure, a complete 
history is first obtained. A complete physical ex- 
amination, including a search for foci of infection, is 
then made. The third step is a careful examination 
of the urine. This is followed by an X-ray examina- 
tion of the urinary tract to demonstrate possible 
calculi or, if tuberculosis of the kidney is suspected, 
the presence of calcification. Cystography is not 
done as a routine procedure, but may give valuable 
information when physical examination reveals a 
suprapubic tumor. Tests of renal function are always 
carried out, and are especially important in cases of 
recent acute infection of the kidney, in which cysto- 
scopic examination and pyelography might be danger- 
ous. After all of the other examinations have been 
made, cystoscopy, ureteral catheterization, and pye- 
lography are done. These examinations are rendered 
possible in the cases of children by the very small 
calibered cystoscopes that are now available. For a 
rapid technique, practice is essential. 

The author prefers to induce anesthesia with 
ethylene, but states that there is little objection to 
other anesthetics as five minutes should be sufficient 
for ureteral catheterization. In many cases, cystos- 
copy and ureteral catheterization can be done under 
local anesthesia. 

In conclusion, Kretschmer states that at the 
present stage of advancement of medical knowledge, 
a complete urological study is definitely indicated in 
all urological conditions in children which do not 
respond promptly to medical treatment. He has 
found that instrumental therapy such as lavage for 
pyelitis and litholapaxy for bladder stones can be 
carried out with the same precision in children as in 
adults, and that the surgical treatment of the various 
lesions in children presents no special problems. 

Henry L. Sanrorp, M.D. 
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CONDITIONS OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Bernstein, M. A., and Arens, R. A.: Epiphyseolysis. 
Radiology, 1927, ix, 497. 


Epiphyseolysis, called also “slipping epiphysis,”’ 
“acute epiphysitis,” and “epiphyseal coxa vara,” is 
a condition of uncertain etiology. It is claimed by 
many to be due to an endocrine disturbance, but has 
been attributed also to often-repeated slight trauma. 
It occurs most commonly at the age of adolescence. 
It results pathologically in softening and separation 
of the epiphyseal cartilage waich cause the head 
of the femur to separate from the neck. When 
the separated head is reduced and maintained in 
normal relation to the neck, it becomes re-attached. 
The condition often leads to moderate coxa vara. It 
is associated with considerable pain, muscle spasm, 
muscular rigidity, external rotation, and adduction 
of the thigh. In most cases only one hip is involved, 
but occasionally the separation may be bilateral. 

The authors discuss the various theories regarding 
the etiology and the etiological factors noted in the 
cases observed by them. The mechanism involved 
in the production of the condition is described, and 
the roentgen findings noted at various stages are 
given in detail and illustrated by roentgenograms. 

A diagnosis in the early stages, before there are 
well-defined roentgenological findings, is very diffi- 
cult if not impossible. The presence of a beginning 
epiphysitis is suggested when a young adult suffers 
from acute pain in the hip joint or, as is more usual, 
a pain in the knee with the progressive development 
of disability. Examination may reveal adduction, 
external rotation, slight flexion, muscular rigidity, 
muscle spasm, shortening of the extremity, and 
limitation of abduction The roentgenogram may 
show a slight loss of density of the head of the femur, 
widening of the epiphyseal line, and a slight rare- 
faction around the epiphyseal portion of the neck. 
When separation of the head has occurred, the diag- 
nosis is not difficult. 

The condition must be differentiated from acute 
septic epiphysitis, tuberculosis, fracture of the hip, 
and Legg-Perthes’ disease. 

The histories of five cases seen by the authors are 
given in detail. ApotpH Hartunec, M.D. 


Rogers, M. H.: The Formation of ‘‘Rice Bodies’’ in 
Tuberculosis. J, Bone & Joint Surg., 1927, ix, 636. 


The study of a case of tuberculosis with positive 
guinea-pig inoculations and microscopic findings re- 
vealed that rice bodies are composed of tuberculous 
material, are first attached to the wall of a tubercu- 
lous cavity, and are formed from the center of a 
tubercle. Daniet H. Levintuat, M.D. 
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Bressot and Fischer: Two Cases of Periosteal Sar- 
coma: One Patient, Who Was Treated by Roent- 
genotherapy, Has Remained Cured for a Year 
and Eight Months; the Other, Who Was 
Operated upon, Died Five Months Later (Deux 
cas de sarcome périostique; l’un, traité par radio- 
thérapie, reste guéri depuis vingt mois; l'autre, 
amputé, meurt en cing mois). Lyon chir., 1927, 
XXiv, 415. 


The first case reported was that of a man of 
twenty-five years who developed a tumor on the 
upper extremity of the left humerus. The arm was 
intermittently painful, and the circumference of the 
arm at the center of the tumor (which was on a level 
with the center of the deltoid) measured 4.5 cm. 
more than the circumference of the other arm. The 
clinical symptoms—slow evolution of the growth and 
only moderate local disturbances—suggested that 
the tumor was benign, but the roentgenogram 
showed the changes characteristic of periosteal 
spindle-cell sarcoma, as established by Tavernier 
and others. 

As the patient refused to allow amputation, roent- 
gen treatments were tried, being given in two series 
of sixteen daily sessions each, with an interval of 
two months between the series. Both anterior and 
posterior irradiations were made. The total duration 
for each site of application was three hours and 
twenty minutes for the first series and three hours 
for the second series. By the end of the first half of 
the treatments, the size of the tumor had diminished 
by about one-third and the pain had ceased entirely. 
At the close of the second half, the patient was able 
to resume his military service. 

Subsequent examinations carried out at intervals 
during 1926 showed that the regression of the tumor 
had continued after the termination of the treat- 
ments. One year later, the size of the left arm was 
reduced to normal, all clinical signs of the tumor 
had disappeared and the general condition was ex- 
cellent. The patient was still in good health in 
January, 1927, when he was last seen. The last 
roentgenogram, taken in March, 1926, indicated 
almost complete resorption of the tumor, regenera- 
tion of the cortical layer, and cicatrization of the 
periosteum. 

The authors’ second case was that of an eighteen- 
year-old boy who was placed in a plaster cast after 
a swelling in the juxta-epiphyseal region of the tibia 
had been diagnosed as tuberculous arthritis. On 
removal of the cast forty days later, the clinical 
signs indicated clearly that the tumor was a sarcoma 
of rapid evolution. This diagnosis was confirmed by 
a new roentgenogram which showed that the neo- 
plasm, originating in the superior epiphysis of the 
tibia, had broken through the cortical layer and 
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invaded the joint. The head of the fibula and the 
lower portion of the femoral condyle were already 
involved. No metastases were discernible. 

A high amputation of the thigh was done, but two 
months later a metastasis appeared in the eyeball. 
The eye was enucleated and radium was applied. 
After another month, metastases appeared simul- 
taneously in the lower jaw and the lumbar region. 
Roentgen treatments seemed to cause improvement, 
but two months later another metastasis appeared 
in the pelvis. Further treatment was then aban- 
doned as the patient was in an advanced state of 
cachexia. He died soon afterward. 

In the discussion of this report, TAVERNIER cited 
three cases, two of which illustrate the action of the 
roentgen rays on the round-cell and the spindle-cell 
sarcoma respectively. 

He stated that the round-cell sarcoma disappears 
quickly under the influence of the rays. In one of 
the cases cited, a tumor the size of a large almond 
on the outer extremity of the clavicle was reduced to 
less than one-fourth of its original size by the end of 
thirteen days of treatment, and eight days later had 
entirely disappeared. The irradiations totalled sixty 
hours (intensity, 2 ma.; distance, 30 cm.; filtration, 
1o mm. of aluminum). Twenty irradiations were 
given for each of three sites of application—anterior, 
posterior, and axillary. A secondary tumor which 
appeared on the inner side of the clavicle four weeks 
later was reduced by similar treatments totalling 
twenty-three hours and applied anteriorly only. 
The changes shown in the roentgenogram are mini- 
mal beyond a return of the clear outlines of the bone, 
since the neoplastic process is one of infiltration and 
destruction rather than one of proliferation and 
expansion. 

The reaction of the spindle-cell sarcoma is quite 
different. The pain ceases within the first few days 
in response to the treatment, but the regression of 
the tumor is slow and incomplete and there is a 
marked tendency for the transparent portions to 
ossify as if the rays inhibited the proliferative prop- 
erties of the sarcomatous osteoblasts while increas- 
ing their power of osteogenesis. These neoforma- 
tions are gradually resorbed, but the bone retains 
a certain abnormal density which in the first case 
reported by Bressot and Fischer seems to have 
reached a definitive state by the end of the first 
year, no modifications having occurred since. These 
peculiarities no doubt account for the early abandon- 
ment of many treatments asinefficacious. Tavernier 
attributes the habitual failure of the method to lack 
of perseverance and insufficient dosage. 

Mina A. GILDERSLEEVE. 


Dittrich, K. von.: The Regeneration of Tendons 
(Ueber Sehnenregeneration). Arch. f. orthop. u. 
Unfall-Chir., 1927, xxv, 382. 

The author discusses, on the basis of clinical 
material, the tissues which take part in the regenera- 
tion of tendons, the réle played by function in this 
regeneration, and the correct operative technique for 
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tendon transplantation and the repair of tendon 
injuries. 

From histological studies he has come to the con- . 
clusion that the inner and outer linings of the tendon 
take part in the regeneration. Function, he believes, 
has less influence on the origin of the germinal tissue 
than on the continued differentiation and organiza- 
tion of the regenerating tissue. Too early and too 
prolonged movement may cause overproduction of 
callus, but when function is begun too late, the 
differentiation of the tissues is hindered. The best 
time for the beginning of function is the fourteenth 
day after the injury. BAvER (Z). 


Eichoff, E.: The Pathogenesis of Tendovaginitis 
Stenosans (Zur Pathogenese der Tendovaginitis 
stenosans). Beitr. z. klin. Chir., 1927, cxxxix, 746 


Eichoff discusses DeQuervain’s tendovaginitis 
stenosans on the basis of five cases treated at the 
Coenen Clinic. This condition develops following 
trauma or after long-continued manual labor which 
requires ulnar abduction of the hand with a fixed 
thumb. In this position the tendons of the extensor 
pollicis longus and the abductor pollicis brevis and 
their tendon sheaths are stretched over the styloid 
process of the radius. As a result, there occurs a 
gradual thickening of the tendon sheath which finally 
hinders free action of the tendons. 

Examination reveals swelling and marked tender- 
ness on the radial side of the wrist over the styloid 
process. By a minor operation—splitting of the 
tendon sheath and excision of a portion of its wall— 
the condition can be immediately remedied. 

In a microscopic examination of an excised piece 
of the wall, the author found that marked thickening 
had occurred in all of the layers but especially in the 
inner connective tissue layer which showed areas of 
superficial hemorrhage and small, discrete foci of 
necrosis. The condition is a chronic inflammation of 
the tissue characterized by new formation of blood 
vessels without definite exudative processes. 

MARWEDEL (Z). 


Mason, M. L., and Woolston, W. H.: Isolated 
Giant-Cell Xanthomatic Tumors of the Fin- 
gers and Hand. Arch. Surg., 1927, xv, 499. 


The authors emphasize that they are discussing 
only the isolated type of xanthomatic tumors which 
are found most frequently on the hands and fingers, 
and do not include the other forms of xanthomata 
or accumulations of xanthomatic tissue which occur 
as multiple growths in various parts of the body, as 
manifestations of certain skin diseases, or as accum- 
ulations in other tumors. These neoplasms are 
variously known as myelomata, myeloid tumors, 
myeloxanthomata, endotheliomata, and granulo- 
mata. They usually develop from the tendon 
sheaths, but they may arise also from the bursz, 
joints, ligaments, and palmar fascia. As a rule they 
are nodular tumors about the size of a hazel nut, 
but some of them are considerably larger, and in 
one case reported the growth involved the volar 
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tendon sheaths and wrist joint in much the same 
fashion as tuberculosis. 

On cut section, xanthomatic tumors look very 
much like adrenal tissue, having a marbled appear- 
ance with a mixed coloration of red and yellow, the 
latter being the color from which they received their 
name. The color is due to carotin and xanthophyl, 
and not to cholesterol. 

The microscopic picture is characterized by the 
presence of foreign-body giant cells often in large 
numbers, and by foamy cells or xanthoma cells which 
are large polyhedral cells with cytoplasm filled with 
vacuoles containing cholesterol. Fibroblasts, adult 
connective tissue, blood sinuses, deposits of blood 
pigments, and recent areas of hemorrhage are found. 
There is no element which is incompatible with 
granulation tissue. The xanthoma cells seem to 
develop from endothelial cells and fibroblasts by 
the taking up by the latter of cholesterol and other 
lipoids resulting from the destruction of tissues. 

In three of the cases reported, blood-cholesterol 
determinations were made and were found to be 
within the normal limits. The authors conclude 
that there is no evidence that the isolated tumors 
are the results of an increase in the blood cholesterol, 
despite the fact that the multiple growths are often 
associated with such an increase. 

The tumors occur as a rule during adult life, and 
trauma appears to be a factor in their development. 
Females are slightly more often affected than males. 
Of the tumors occurring on the arm, 65 per cent 
occur on the right arm or hand. In decreasing fre- 
quency of involvement, the areas of the hand in 
which the tumors develop are the index finger, the 
thumb, the middle finger, the little finger, the palm, 
the ring finger, and the wrist. The tumors are most 
common on the flexor surface. 

Few symptoms are produced by these growths. In 
rare instances there is pain or tingling along the 
finger. The tumors have a tendency to grow after 
being traumatized, but this is not to be taken as 
evidence of malignant change. They have the con- 
sistency of a fibroma. This characteristic and the 
yellow and reddish-brown coloration are enough for 
the macroscopic diagnosis. They are quite benign 
and do not produce metastases, although a certain 
percentage recur after their removal. If well re- 
moved, they do not tend to recur, but when they 
form again, a second local removal rather than a 
mutilating operation is indicated. 


Herndon, R. F.: Three Cases of Tabetic Charcot’s 
Spine. J. Bone & Joint Surg., 1927, ix, 605. 


The author reports three cases of Charcot’s spine 
in men with the typical neurological signs of well- 
developed tabes. 

The first was that of a miner who had been 
squeezed between a pit car and a rib of coal ten years 
previously. Five years after the accident a lump 
appeared in the lumbar region. This slowly increased 
in size, but did not interfere materially with the 
man’s work. The lumbar region of the spine was 








SURGERY OF THE BONES, JOINTS, MUSCLES, TENDONS 210 


slightly shortened, and its central portion pre- 
sented an acutely rounded, almost angular kyphosis 
with slight scoliosis. Palpation revealed a hard, not- 
tender thickening. Although this portion of the 
spine was fixed, the mobility of the entire spine was 
greater than normal so that, in bending, the patient 
appeared to have a hinge in the lumbar region. 
There was also painless disorganization of both ankle 
joints. 

The roentgenogram showed advanced destruction 
of the second and third lumbar vertebre with com- 
pression, rotation, and scoliosis. The intervertebral 
spaces were obliterated. The involved vertebre 
were bridged and supported by large osteophytes. 

When the patient was examined again four years 
later there had been marked progression of the con- 
dition with such disorganization of the lumbar spine 
that he was unable to hold his trunk erect without 
support. The roentgenogram showed almost com- 
plete disappearance of the fifth lumbar vertebra 
and erosion of the upper part of the sacrum. 

The second case was that of a miner who experi- 
enced pain in his back about two weeks previously 
while lifting. His spine showed a sharp kyphos ex- 
tending from the eleventh dorsal to the third lumbar 
vertebra. Movements of the spine were normal 
except that the segment involved was fixed. 

The roentgenogram showed a relatively early proc- 
ess involving chiefly the first lumbar vertebra, but 
causing destruction of the space below it, tilting, 
and rotation. Osteophytes had already produced 
ankylosis. 

The third case was that of a farmer who, after 
ten years of tabetic manifestations, developed weak- 
ness and lameness of the left leg and later a painful 
catch in the lower back with pain radiating generally 
into both legs. His back became tired easily and he 
found it irksome to sit or stand for any considerable 
length of time. 

Physical examination showed shortening of the 
lumbar region and a sharp kyphos with its greatest 
prominence over the fourth vertebra. The roent- 
genogram revealed almost complete destruction of 
the fourth lumbar vertebra with mushrooming and 
enormous proliferating osteophytes on either side. 

The initial change in Charcot’s spine seems to be 
a simple breakdown of one of the lateral articulations 
of the vertebral body associated with a decrease in 
the cartilaginous space. As the bony destruction 
continues, there is compression of the vertebral body 
with displacement posteriorly and laterally. Usually 
the process is limited to one, two, or three vertebrz, 
so that the deformity is localized and acute. Pro- 
liferative changes are abundant, the affected region 
of the spine being usually ankylosed. Separated 
fragments such as are frequently discovered in the 
knees and ankles are rarely found in the spine. 

The local findings are characteristic. In addition 
to more or less swelling and infiltration, there is 
usually a sharp kyphos with more or less lateral 
curvature and rotation and some shortening due to 
compression. The involved section of the spine is 
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usually rigid because of ankylosis by bony deposits. 
However, the movements of the entire spine are 
usually normal or increased by the local disorganiza- 
tion. There is practically no tenderness and no 
involuntary muscle spasm. 

One of the most characteristic features of Char- 
cot’s spine is the disproportion between the severity 
of the process disclosed by the roentgenogram and 
the slight discomfort and disability of which the 
patient complains. 


Boorstein, S. W.: Osteochondritis of the Spine: 
with a Report of Two Cases. J. Bone & Joint 
Surg., 1927, ix, 629. 

Vertebral epiphysitis is characterized by deformity 
of the spine in the form of a knuckle or a generalized 
kyphosis or scoliosis with little or no pain. 

The roentgenograms usually show that only one 
vertebra is affected. This vertebra assumes a cunei- 
form shape. There is no involvement of the disks 
above or below it. The cartilage is usually thicker. 

The etiology of the condition, as in Legg-Calvé’s 
disease and Osgood-Schlatter’s disease, is unknown. 

In the treatment, immobilization in a plaster-of- 
Paris jacket or brace is indicated. The source of 
the infection should be sought. 

In order that the clinical syndrome of osteo- 
chondritis of the spine may be definitely established, 
every case of spinal deformity suggesting the con- 
dition should be studied. 

The author reports two cases in detail. 

DANIEL H. LEvINTHAL, M.D. 


Fagge, C. H.: On Injuries of the Semilunar Carti- 
lages. Brit. J. Surg., 1927, XV, 273. 

In Fagge’s opinion, the diagnosis of cartilage in- 
jury can usually be made from the history. Morison 
has stated that when a fracture of the cartilage is of 
the bucket-handle variety the patient is continuously 
disabled by pain, effusion, locking, or a sense of in- 
security in the joint. Fagge, however, has been 
unable to confirm this observation since prac- 
tically all of his patients with a bucket-handle frac- 
ture of the internal semilunar complained of recur- 
rent disability with intervals of complete freedom 
from symptoms. An explanation for the intermit- 
tency of the symptoms in such cases is suggested by 
the fact that the torn strip is often found in its nat- 
ural position instead of in the intercondylar notch. 

Localized tenderness below and medial to the 
patella is a significant finding. The author believes 
that those who describe palpable cartilage at this 
point have been palpating swollen synovial fringe 
which rolls under the palpating finger. 

Locking is of no value in the diagnosis as it may 
be caused by loose bodies of any type. 

In discussing the mechanism of the injury, Walton 
claimed that the cartilage is fractured in “full exten- 
sion,” being caught between the two bones and sub- 
jected to a very powerful crushing force. Martin laid 
stress on an inward twist as the chief factor, calling 
attention to the close connection between the in- 





ternal semilunar cartilage and the capsule and inter- 
nal lateral ligament. He stated that if the cartilage 
is caught between the internal condyle and the inner 
tuberosity and dragged toward the center of the 
joint a split or tear results. 

The author believes that flexion and abduction 
are necessary for cartilage injury, but that the joint 
must be gradually extending when the fracture 
occurs. According to some orthopedists, rotation 
is important in the causation of these injuries, but 
in Fagge’s opinion, this is not a necessary factor. 

Morison has observed that the cartilage is always 
torn but never entirely detached from the capsule. 

Following the application of a tourniquet, a free, 
generous exposure of the knee joint should be made 
in order that no lesion will be overlooked. In Fagge’s 
technique, a curved incision is made parallel with, 
and 1% in. outside of, the inner border of the articular 
surface of the internal condyle. The internal lateral 
ligament is carefully preserved. Except in a very 
few cases, Fagge has not found it necessary to re- 
move the entire cartilage. Preservation of the poste- 
rior attachment does not cause locking. Fagge does 
not remove the synovial fringe. Before releasing the 
tourniquet he applies a compression bandage. 

In the after-treatment, aspirin and morphine are 
indicated for the relief of pain, and the knee, slightly 
bent, should be supported on pillows. Passive move- 
ments are contra-indicated. Fagge’s patients are up 
and walking after from seven to ten days. Massage 
of the quadriceps is then begun. 

DANIEL H. Levintuat, M.D. 


Cubbins, W. R., and Conley, A. H.: Injuries to the 
Menisci and the Ligamentum Mucosum, Com- 
monly Called Internal Derangements of the 
Knee Joint. Surg., Gynec. & Obst., 1927, xlv, 220. 

The medial meniscus may be injured by a fall on 
the knee or by indirect trauma. In the normal joint 
there is greater exposure of the medial meniscus 
between the patellar tendon and the internal lateral 
ligament than of the lateral meniscus. When genu 
valgum is present, the medial meniscus is still more 
exposed and probably more subject to injury. 

From the pathological standpoint, cases of injury 
to the menisci may be divided into three groups: 

1. Those in which the anterior portion of the 
meniscus is torn loose. 

2. Those in which the lateral portion is detached. 

3. Those with dislocation of entire medial portion. 

The standard operation is described. 

Rosert V. Funston, M.D. 
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Kidner, F. C., and Muro, F.: Comparative Results 
of Operative and Non-Operative Methods of 
Treatment of Tuberculosis of the Spine in 
Children. J. Bone & Joint Surg., 1927, ix, 649. 


Under conditions as nearly ideal as possible, four- 
teen children under ten years of age, with tubercu- 
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losis of the dorsal or lumbar vertebrz, were chosen 
for a prolonged comparative test of the operative 
and non-operative methods of treatment. So far as 
possible, they were divided into pairs according to 
their age, the stage of the disease, and their general 
physical condition. From each pair, one child was 
selected for operation and one for prolonged frame 
treatment. In the surgically treated cases, the 
Hibbs type of fusion was done. In both groups of 
cases the same physical and X-ray examinations 
were made and the same after-treatment was given. 
From time to time the children who were clinically 
free from symptoms, whether operated upon or not, 
were allowed to get up wearing a back brace, in 
order to test the solidity of the healing. Such tests 
always led to a recurrence of symptoms in a shorter 
or longer period unless the roentgenogram showed 
a continuous firm bony bridge uniting the diseased 
vertebra and disappearance of all signs of rarefaction 
between them. 

Thirteen of the children are well and physically 
active. Eleven have small unimportant kyphoses. 
The only abscess that developed was present when 
the child was first seen. 

One child who was operated upon has a marked 
kyphos and is not cured because the fusion did not 
include a sufficient number of vertebra and because 
the child was taken home against advice and all 
treatment was stopped. 

Another child who was treated surgically has a 
moderate kyphos due to failure of complete fusion 
of the lamin which necessitated a second operation. 

All of the children except these two have flexible 
useful spines, but the authors believe that the flexi- 
bility is greater in those who were not operated upon. 

The following conclusions are drawn: 

1. The cure of tuberculosis of the spine depends 
principally on long-continued rest without weight 
bearing. 

2. Cases in which fusion operations have been 
done require practically as long and careful after- 
treatment as those without operation. 

3. When cured, patients not operated upon have 
more flexible spines than those treated surgically. 

4. The possible shortening of convalescence does 
not justify the risk incident to operation. 

The authors’ cases will be kept under observation 
and a final report regarding them will be made later. 

DANIEL H. LevintHat, M.D. 


FRACTURES AND DISLOCATIONS 


Eskelund, V.: Fracture of the Lower End of the 
Radius (Colles Fracture) and Its Treatment. 
Acta chirurg. Scand., 1927, \xii, 41. 


In the 5-year period from 1921 to 1925, 342 cases 
of fracture of the lower end of the radius were 
treated at the Policlinic of the Kommune Hospital 
of Copenhagen. Two hundred and twenty-three 


of the patients were women. In the men, the right 
arm was injured more frequently than the left, 
whereas in the women the reverse was true. Frac- 
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ture of the styloid process was found in 46 per cent, 
and fracture lines extended to the articular surface 
in 12 per cent of the cases. 

The treatment consisted in reduction—usually 
without anesthesia—and the application of a plas- 
ter-of-Paris splint to the pronated, markedly flexed 
limb in ulnar abduction. After from 6 to 8 days of 
immobilization the splint was removed and massage 
was begun. Subsequent examinations in 206 cases 
(about 60 per cent of the total number) showed the 
results to be as follows: 


Excellent Good Fair Poor 

a os sp on 

/ /0 4/0 /0 
Functional 60 33 6 I 
Anatomical 55 36 9 ° 


These results appear to be better than those re- 
ported in the literature available to the author, but 
the period of treatment was somewhat long as it 
averaged between 6 and 8 weeks, and in 17 cases 
was more than 14 weeks. 


Jackson, R. H.: Simple, Uncomplicated Rotary 
Dislocation of the Atlas. Surg., Gynec. & Obst., 
1927, xlv, 156. 

Jackson reviews twenty-seven cases of simple 
rotary dislocation of the atlas recorded in the litera- 
ture and reports four cases of his own. The disloca- 
tion is produced by rapid and uncontrolled rotation 
of the head. Ordinarily the odontoid process is not 
fractured or displaced, but its condition must be 
ascertained before manipulative reduction is at- 
tempted. This determination is not always easy, 
even with careful roentgenological study. 

Following a description of the symptoms accom- 
panying the dislocation, the author states that if 
the lesion is not recognized and reduced it may 
result in sudden death from an increase in the dis- 
location or the development of myelitis months or 
years after the injury. When reduction cannot be 
accomplished by the closed method, the advisability 
of open reduction must be considered. 

In conclusion, Jackson describes an operation 
devised and performed by Mixter and Osgood in 
1906 and an operation performed by J. A. Jackson 
in 1918. Roserr V. Funston, M.D. 


Jefferson, G.: On Fractures of the First Cervical 
Vertebra. Brit. M.J., 1927, ii, 153. 


The author reports three cases of fracture of the 
posterior arch of the atlas, in one of which the odon- 
toid process was broken in addition. He reviews also 
sixty-two cases reported in the literature, and in a 
table gives the nature of the accident, the clinical 
signs of cord or nerve injury, the anatomical diag- 
nosis, and the results. 

The chief symptoms of fracture of the first cer- 
vical vertebra are pain and rigidity of the neck. 

With regard to the mechanism of the fracture, the 
author reminds us that the lateral masses of the atlas 
are triangular with their wide base outward and that 
the upper and lower articular facets correspond. 
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Therefore, when force is applied directly downward 
from the top of the head, a tension fracture may 
occur and the atlas ring gives way. 
The treatment of fracture of the first cervical 
vertebra is immobilization in plaster of Paris. 
Rosert V. Funston, M.D. 


Faltin, R.: Roentgenograms of Fractures of the 
Femur (Einiges ueber die Roentgenaufnahme von 
Femurfrakturen). Acta chirurg. Scand., 1927, \xii, 
105. 

In the study of roentgenograms of fractures of the 
femur, especially those occurring in the middle third, 
it is often difficult, and sometimes quite impossible, 
to determine the position of the fragments when ana- 
tomical details allowing orientation are wanting. 
From the form of the fragments it is not always 
possible to decide with certainty which is the prox- 
imal and which the dista] fragment or to determine 
the plane in which the roentgenogram was taken. 

After discussing several methods of eliminating 
uncertainty by marking the plates, the author sug- 
gests the use of a thin metal disk measuring 4 by 
1.3 cm. and having perforated letters, the disk to be 
fastened by means of adhesive tape to the left lower 
corner of the plate before the exposure is made. He 


marks the disk for the right thigh with the abbre- 
viated Latin inscription, “‘dx. dist. lat.” or “dx. prox. 
dors.,”’ depending upon whether the roentgenogram 
is to be taken in the anteroposterior or the latero- 
medial plane. For the left thigh the corresponding 
inscrintions are ‘‘sin. dist. med.’ and “sin. dist. 
dors.”’ Two metal disks are therefore necessary for 
roentgenograms of each leg. 

The roentgenograms are put up for examination 
in such a way that the plate exposed in the antero- 
posterior plane shows the femur in the vertical 
position and the plate taken in the lateromedial 
plane shows the femur in the horizontal position, 
the positions in which the clinician is accustomed 
to examining fractures of the femur when the patient 
is lying on his back. 


McCutchen, L. G.: A New Device for the Reduction 
of Fractures: Uses, Advantages, and Results. 
Radiology, 1927, ix, 308. 

The author presents a device for the reduction 
of fractures under fluoroscopic control, which seems 
worthy of a trial. He states that it is extremely 
simple in its operation and the amount of extension 
obtained by it is equivalent to the pull of more than 
six men. It is made of casted aluminum, which is 





Fig. 1. Device for the reduction of fractures. A, arc-track along which back-piece, D, slides. B, center peg for crotch 
or axilla. C, set-screws, which fix D at any point along arc. D, back-piece. FE, socket at head of table into which D 
fits. F, cuff for wrist or ankle. G, straps. H, hook with set-screw which slides along lever J. /, traction bar. J, lever 


to hold extension. 
and head rest. 
height of normal extremity. 


K, pelvic support. 





L, levers for suspension of lower extremities for the application of casts. M, back 
N, hook to which normal extremity is attached to prevent rotation on crotch peg. O, collar to adjust 
(McCutchen, L. G.: A New De ice for the Reduction of Fractures.) 
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Fig. 2. Device with cuff attached to ankle, peg in crotch. 





Fig. 3. Device with cuff attached to wrist, peg in axilla. 
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pervious to the X-ray, light, and strong, and will not 
rust or warp. It is attached to the X-ray or operat- 
ing room table by means of three sockets—one at the 
head and two at the foot of the table. As these 
sockets are bolted on the ends of the table so that 
they fit evenly with the surface, they in no way mar 
the table or interfere with its function. The attach- 
ment of the device requires less than three minutes. 
On detachment, it may be set aside or carried 
elsewhere for further use. In small hospitals it 
eliminates the necessity for a separate fracture room 
and fracture table. FREDERICK A. JostEs, M.D. 


Inberg, K. R.: The Strength of Certain Materials 
Used for Extension (Beitrag zur Belastungsfae- 
higkeit einiger Streckverbaende). Acta chirurg., 
Scand., 1927, \xii, 1. 

To determine the rapidity of adherence and the 
maximal tensile strength of certain materials used 
for extension, the author carried out 219 experi- 
ments with two kinds of adhesive plaster and with 


bands covered with mastisol, Sinclair’s glue, and 
zinc glue, determining the weights necessary to de- 
tach them from the skin. 

He found that Sinclair’s glue and zinc glue ad- 
hered most quickly and with equal rapidity. After 
forty minutes, their resistance to detachment re- 
mained constant. The corresponding time for masti- 
sol strips was four hours, and that for ordinary 
adhesive plaster, seventy minutes. 

In the experiments with regard to strength, masti- 
sol strips were found to be the strongest. Ordinary 
adhesive plaster and Sinclair’s glue withstood prac- 
tically the same load. 

After the shaving of an area covered by con- 
siderable hair, the tensile strength of ordinary ad- 
hesive plasters was increased from two and two- 
tenths to two and eight-tenths times, and that of the 
mastisol strips, from two and five-tenths to three 
times. Therefore, areas with much hair should be 
shaved before the application’ of adhesive plaster 
or strips covered with sticky material. 
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BLOOD VESSELS 


Carnett, J. B., and Greenbaum, S. S.: Blood- 
Vessel Visualization. J. Am. M. Ass., 1927, \xxxix, 


2039. 


The authors discuss the experimental and clinical 
aspects of blood-vessel visualization as an aid in the 
diagnosis of vascular disturbances such as embolism, 
aneurism, gangrene, and thrombo-angiitis obliterans. 

Various opaque media were tried, such as sodium 
iodide, potassium bismuth tartrate, dominal X, and 
iodized oil. Sicard and Forestier injected 1 c.cm. of 
iodized oil per kilogram into the femoral vein or 
artery of dogs without causing an untoward reaction. 
According to the roentgen picture, all of the oil dis- 
appeared in five minutes. In the examination of two 
patients with diabetic gangrene, Desplats was un- 
able definitely to locate the arterial obliteration. 

The authors found that 6 c.cm. of iodized oil can 
be injected into the femoral artery without causing 
unfavorable results. In the technique used by them 
the artery is exposed under local anesthesia and the 
leg elevated. ‘The arterial pulsations are stopped 
while the intra-arterial injec.ion is made and until 
the first series of : oentgenograms are taken. Roent- 
genograms are made immediately after the injection. 

Often very little iodized oil is seen in the trunks of 
the deep and superficial femoral arteries even when 
no obstruction is present. The terminal vessels in 
the foot are seen best in roentgenograms taken five 
minutes after the injection. Compression of the in- 
jected limb forces the oil out of the vessel. 

In conclusion the authors state that the procedure 
described is a harmless method of exploring the blood 
vessels. C. O. Hermpat, M.D. 


Bernheim, B. M., and Sachs, L.: Notes on the 
Collateral Circulation in Blood-Vessel Diseases 
of the Lower Extremities. Azn. Surg., 1927, 
Ixxxvi, 417. 


It has long been known that the femoral artery 
may be ligated above the profunda without death 
of the extremity. The collateral circulation prob- 
ably occurs by way of the gluteal arteries. 

The authors point out that the vessels of the sci- 
atic nerve in the normal limb are small and not easy 
to demonstrate, while any disease condition which 
produces obstruction of the main vessels is asso- 
ciated with enlargement and hypertrophy of the 
sciatic vessels out of all proportion to the size of the 
nerve. 

The article reports seven cases in which amputa- 
tion was done below the mid-section of the thigh for 
gangrene due to different types of‘constitutional dis- 
ease. In every instance, microscopic sections of the 
sciatic nerve trunks demonstrated an enormous 





Fig. 1. Compensatory enlargement of the arteries ac- 
companying the sciatic nerve in a case of arteriosclerosis 
complicated by diabetes mellitus. 


oF 





Fig. 2.. Compensatory enlargement of the arteries ac- 
companying the sciatic nerve in a case of thrombo-angiitis 
obliterans. 


dilation of the sciatic vessels. Attention is called 
to the fact that these vessels were not obstructed by 
the disease afiecting the main vessels. 

WIA J. Pickett, M.D. 


Warthen, H. J., Jr.: The Fate of Foreign Bodies in 
the Venous Circulation. Arch. Surg., 1927, xv, 
712. 


In the literature there are to be found the reports 
of cases in which projectiles lodging in the veins have 
migrated to the heart. There is no mention, how- 
ever, of the migration of such objects to the lungs. 
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The author inserted sterile and _ unsterilized 
metallic bodies into the femoral and jugular veins of 
fourteen dogs usually inserting several objects in 
each animal. Of ninety-four foreign bodies inserted, 
twenty-two were bullets, forty-three were shot, and 
twenty-nine were nails from 18 to 32 mm. long. 
Sixteen of these foreign bodies failed to leave the 
femoral vein and eleven were found in the iliac vein 
and vena cava during unrelated intrathoracic opera- 
tions on two dogs dying soon after the insertion of 
the foreign bodies. Of sixty-seven objects which 
reached the heart, three (bullets) remained in the 
right ventricle and six (nails) lodged in the pul- 
monary artery, the latter being apparently too long, 
to negotiate the curve of the artery. This migration 
to the heart and lungs appeared to require several 
hours or days. In the lungs, the bodies were usually 
clumped in two or three branches of the pulmonary 
artery and the majority lodged in the lower lobes of 
the left lung. 

In no case did immediate symptoms occur. The 
microscopic changes in the lungs ranged from moder- 
ate congestion to gray hepatization and appeared 
to represent late stages of infarction. The lungs 
showed gross changes in only two cases. In one, a 
localized pleurisy was associated with the presence 
of sterile bullets. In the other, a fatal lung abscess 
followed the insertion of unsterile nails, but the 
nails did not lodge in the lobe containing the abscess. 

In another case, two nails and a bullet lodging in 
the brachial artery caused a fatal abscess. Careful 
examination failed to show how these objects gained 
access to the arterial circulation. In the third fatal 
case, two bullets were found at the apex of the right 
ventricle. No cause of death except thickening of 
the endocardium and localized myocarditis could be 
discovered. 

In all three fatal cases unsterile foreign bodies 
were used, and in two cases these were nails. It 
therefore appears that sterile objects in the heart or 
lungs do little damage; that unsterile ones, if smooth 
and symmetrical, rarely cause infection; and that 
unsterile irregular bodies are the most dangerous. 
It appears also that light symmetrical objects, such 
as bullets, tend to remain in the heart. As they tend 
to lodge at the apex of the ventricle which is acces- 
sible to surgery, their removal appears feasible. 
Since objects lodged in the lungs usually cause no 
trouble, operation for their removal is seldom in- 
dicated. Burton CiarK, Jr., M.D. 


Neugebauer, F.: Gangrene of the Extremities (Die 
Gangraen der Extremitaeten). Beitr. 2. klin. Chir., 
1927, cxl, 167, 229. 

When immediate ligation i is done because of life- 
threatening hemorrhage in open traumatic injuries 
of the blood vessels, the nutrition of the limb is seri- 
ously threatened as there is no time for the develop- 
ment of a collateral circulation. Reports with regard 
to the frequency of gangrene following involvement 
of the common iliac artery show some variation 
because the condition may be complicated by infil- 





tration of blood into the tissues, infection, arterio- 
sclerosis, or cardiac weakness. In very rare cases a 
break in the continuity of a large venous trunk alone 
(the femoral vein) may cause gangrene. 

In open injuries of the forearm and leg the arteries 
and the veins should be ligated. Ligation of the sub- 
clavian, axillary, brachial, and cubital arteries is also 
without danger. In the case of the common and 
external iliac, the femoral, and the popliteal arteries, 
on the other hand, suture should be attempted. In 
the determination of the collateral circulation, the 
sign of Henle and Coenen is of value. If suture is 
impossible on account of infection, the principal vein 
must also be ligated. 

In open injuries without damage to the artery 
itself, the clinical picture of a break in the continuity 
of the blood vessel may be produced by traumatic 
segmental vascular spasm. So far, it has been im- 
possible to diagnose this condition positively before 
operation. Segmental vascular spasm rarely results 
in gangrene. 

Occasionally slight trauma such as that produced 
by a hypodermic needle may be followed by gangrene 
of an extremity. 

Gangrene from subcutaneous injury without de- 
monstrable damage to the blood vessels is rare. This 
includes gangrene produced by surgical bandages. 
More common is obstruction of the blood vessels by 
tearing of the inner vascular membrane by dull inju- 
ries and gunshot wounds near arteries. In such cases 
the vascular murmur often indicates the site of 
the injury. In fractures, gangrene is threatened by 
pressure on the blood vessels or laceration of the 
inner vascular membrane or of the entire vascular 
wall. Because of the marked infiltration of blood 
into the tissues, such vascular injuries have a par- 
ticularly unfavorable prognosis as they lead to gan- 
grene in from 50 to go per cent of the cases, according 
to the site of the injury. Dull injuries may also cause 
segmental or general vascular spasms. 

Senile, presenile, or spontaneous gangrene and 
diabetic gangrene have a common cause, namely, arte- 
riosclerosis. The latter condition occurs not only in 
old age but also in childhood. Occlusion of the blood 
vessels leads to proliferation of the vascular walls 
and secondary thrombus formation. The author 
reviews the symptoms. The use of iodine, the induc- 
tion of local hyperemia, and operative section of the 
nerve supply of the blood vessel may often prevent 
the development of gangrene. The favorable effect 
claimed for the removal of one adrenal is doubtful. 
The Wieting anastomosis is of no avail, but simple 
ligation of the veins is said to have a favorable effect 
in these as in other forms of gangrene. Periarterial 
sympathectomy is to be rejected as ineffective and 
not without danger. When dry gangrene has already 
developed, the level at which amputation should be 
performed is best determined by the Moskowicz test. 
The amputation should be as simple as possible. 
Moist gangrene with ascending infection necessitates 
a high amputation. When amputation is impossible, 
hot air treatment is advisable. 
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Gangrene due to freezing is caused by a primary 
injury of the blood vessels. Cold causes changes in 
the blood-vessel walls in addition to stasis. The 
beginning of gangrene due to cold, unlike that of 
most other forms, is painless. General weakness or 
illness and local changes favor the development of 
gangrene. In the treatment, the limb should be 
warmed slowly; quick warming may cause very 
severe injury. Elevation of the limb, massage, and 
incision are indicated to overcome stasis. When 
gangrene has already developed, the attempt must 
be made to keep it dry. Moist dressings are contra- 
indicated. 

Embolic gangrene is very severe because it 
occurs usually in persons with poor heart function. 
Paradoxical embolism is very rare. The time at 
which gangrene develops depends upon whether 
complete occlusion was caused by the embolus im- 
mediately or resulted only after secondary thrombo- 
sis. The diagnosis is usually not difficult. The treat- 
ment tends more and more toward embolectomy. 
This may still be successful after from ten to thirteen 
hours. Emboli up to 86 cm. in length have been 
removed. In three cases, incision of the aorta was 
successful. Recurrences are common. A cure results 
in from 36 to 44 per cent of the cases. Embolic 
occlusion of the blood vessels is caused more rarely 
by injuries of the chest and thoracic operations. 

Gangrene of the extremities has been observed in 
nearly all infectious diseases. Gas gangrene is nearly 
always dependent upon vascular injury. The gan- 
grene following general infection is peculiar in that 
it generally develops first after the most severe stage 
of the disease has passed. Its most common causes 
are thrombosis from toxic arteritis, endocarditic em- 
bolism of the main vessels or the vasa vasorum, and 
venous thrombosis. The prognosis is poor as the 
mortality is 51.6 per cent. Gangrene resulting from 
syphilis is rare; occasionally it has the clinical picture 
of Raynaud’s gangrene. 

Of the various poisons that may cause gangrene 
the most important is carbolic acid, but gangrene due 
to carbolic acid is now seldom seen. It results from 
marked transudation in the subcutaneous tissues. 
Lysol acts in the same way, but causes pain early and 
is therefore less disastrous. Gangrene from carbon 
monoxide or lead poisoning is the result of an arte- 
ritis. The severe ascending necroses resulting from 
injuries produced by an electric current are also due 
to histologically demonstrable changes in the arte- 
rial wall. 

The suspicion of a neuropathic gangrene (Ray- 
naud’s gangrene) demands the exclusion of all other 
forms. Of diagnostic importance are its periodicity, 
changes in the eye grounds, and the findings of 
capillary microscopy. The most important agent in 
the treatment is heat, Koenic (Z). 


LYMPH VESSELS AND GLANDS 


Bernard, R.: The’Surgical Treatment of Cancer 
of the Cervical Glands (Traitement chirurgical des 
adénopathies cancéreuses du cou). J. de chir., 1927, 
XXX, 241. 


As all of the cervical glands are enclosed in a 
sheath of cellular tissue, they can be removed en bloc 
by finding the anatomical planes of cleavage which 
lie in the spaces that separate the muscles from the 
perimysium and the vessels and nerves from their 
adventitia. In cases of cancer, removal of the glands 
should be very extensive even when they are appar- 
ently normal. Recurrence of cancer of the mouth 
and pharynx is generally not a true recurrence but 
the development of a latent adenopathy. In a sub- 
maxillary excision the submental space should be 
cleaned out and the carotid chain dissected in the 
space extending from the posterior digastric to the 
middle tendon of the omohyoid. Removal of the 
carotid chain should extend to the clavicle, sacri- 
fice the sternocleidomastoid, and terminate at the 
trapezius. 

General anesthesia is very unfavorable in opera- 
tions on the head and neck. The best method is the 
administration of ether by rectum or of chloroform 
by Delbet’s pipe. The best incision is Morestin’s 
large stellate incision. The two types of operation 
are submaxillary excision and complete cervical ex- 
cision. The steps in both of these procedures are 
shown in illustrations. 

The steps of the submaxillary operation are: 
liberation of the maxilla, cellulectomy, beginning 
along the lower border of the maxilla, liberation of 
the parotid, exposure of the posterior belly of the 
digastric, dissection of the anterior digastric and the 
submental region, dissection of the mylohyoid, liga- 
tion of Wharton’s duct and the facial artery, dissec- 
tion of the omohyoid, liberation of the sternocleido- 
mastoid and spinalis, dissection of the internal jugu- 
lar, ligation of the thyrolinguofacial trunk, dissec- 
tion of the hyoglossus, and ligation of the external 
carotid. The dissection of the hyoglossus frees the 
last attachments of the cellular mass which contains 
the glands. 

In total excision of the cervical glands the sterno- 
cleidomastoid must be sacrificed whether the glands 
are adherent or not. The sacrifice of this muscle does 
not involve any loss of function. The dissection is 
carried back to beneath the anterior border of the 
trapezius and terminated at the hyoglossus as in the 
preceding operation. Even this extensive procedure 
requires only about three-quarters of an hour if it is 
not complicated by adhesions. Generally it is well 
borne by the patient in spite of its severity, and the 
wound heals by first intention. 

AuprEY G. Morcan, M.D. 











OPERATIVE SURGERY AND TECHNIQUE; 
POSTOPERATIVE TREATMENT 


Koontz, A. R.: Dead (Preserved) Fascia Grafts. 
J. Am. M. Ass., 1927, Ixxxix, 1230. 

Nageotte has made some interesting observa- 
tions contrasting the changes that take place after 
the implantation of living and dead tendon grafts. 
In the case of living grafts, he noted the following 
phenomena: (1) the attachment of the tissue to 
that of the host by the ingrowth of fibroblasts; (2) 
the development of a new vascular network; and 
(3) the rehabilitation of the cells. In dead tendon 
grafts the first two phenomena were the same, but 
in the third stage the dead cells were carried away 
and replaced by living cells from the host. The 
final results were identical. 

Koontz concluded that since dead tendon grafts 
could be used, grafts of dead fascia were also a 
possibility and might be of value in the repair of 
large ventral and inguinal hernie in which it is 
difficult to find enough fascia for the repair sur- 
rounding the defect. In seventeen cases of hernia, 
he sutured with alcohol-preserved strips of fascia 
lata of the ox. 

The experimental and clinical results obtained 
with grafts of dead fascia suggest that this material 
may be used not only in the repair of herniz, but 
also in such procedures as operations for strengthen- 
ing the capsules of relaxed joints, operations for 
recurrent dislocation of the patella, the bridging of 
tendon defects, and the operative cure of aneurism. 

It appears that when ordinary absorbable suture 
material is used, there occurs, with the absorption, 
a process of substitution which leaves a permanent 
living band of tissue in place of the absorbed suture. 
When alcohol-preserved strips of fascia lata are 
employed as suture material, this end-result is a 
certainty and is obtained more quickly because 
there is no absorption. Morris H. Kaun, M.D. 


ANTISEPTIC SURGERY; TREATMENT OF 
WOUNDS AND INFECTIONS 


Leonard, V., and Feier, W. A.: Hexylresorcinol as a 
General Antiseptic. Surg., Gynec. & Obst., 1927, 
xlv, 603. 

A general antiseptic for disinfection of tissue sur- 
face should be chemically stable, non-toxic, non- 
irritating, rapidly bactericidal, highly penetrating, 
and unafiected by organic matter. Other properties 
which are very desirable though not essential are 
freedom from a staining action and from an objec- 
tionable odor. 

As a rule, increased germicidal power is asso- 
ciated with increased toxicity and irritating proper- 
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ties. The alkyl resorcinols, however, are unique 
exceptions to this rule as the great increase in germi- 
cidal power associated with each increase in the 
number of carbon atoms in the alkyl chain is accom- 
panied by no increase whatever in toxicity to 
laboratory animals and the irritant properties of 
the successive compounds are decreased. 

Hexylresorcinol, the most powerful member of 
this series according to the United States Hygienic 
Laboratory method of measuring germicidal values, 
has a phenol coefficient of 72. Moreover, it is a 
stable chemical compound since aqueous solutions 
will retain their bactericidal activity after months 
of standing at room temperature. That it is non- 
toxic is evident from the fact that it can be adminis- 
tered to man in large doses (0.6 gm. three or four 
times daily) for a year or more without causing any 
untoward effect. It is absolutely devoid of irritant 
properties, 

Investigation has revealed also that hexylresor- 
cinol is an extremely powerful surface-tension re- 
ducent, and that its rate of diffusion is unusually 
high. It has therefore marked penetrating power 
and will extend into minute crevices and inter- 
stices. Glycerine added in proper amounts insures a 
perfect solution under all conditions. 

The solution finally chosen by the authors as best 
meeting requirements consists of glycerine, 30 per 
cent, and water, 70 per cent, in which is dissolved 1 
mgm. of crystalline hexylresorcinol per cubic milli- 
meter. 

The bactericidal action of this solution is very 
rapid. Even in a dilution of 1:10, the solution retains 
sufficient bactericidal power to destroy the bacillus 
typhosus in less than fifteen seconds. It may there- 
fore be diluted to a considerable degree for purposes 
of irrigation. The presence of organic matter does 
not interfere with its bactericidal properties. 

The solution is usually employed in full strength 
on the skin, in fresh cuts and abrasions, on granulat- 
ing surfaces, in abscess cavities and sinuses, and in 
the ear, nose, throat, and mouth. In the urethra, 
bladder, and renal pelvis, it is used with one or two 
parts of water. Diluted with two volumes of water, 
it may be instilled into the normal conjunctival sac. 

The solution is as clear as water and odorless. It 
does not attack any of the heavy metals. 

WitiiaM E. SHACKLETON, M.D. 


Kohler, A.: The Treatment of Acute Purulent 
Inflammations with the Roentgen Rays (Dic 
Behandlung der akut-eitrigen Entzuendungen durch 
Roentgenstrahlen). Deutsche Ztschr. f. Chir., 1927, 
cclii-cciv, 539. 

In inflammations of the sweat glands of the axilla 
especially in panaritia and lymphangiitis, but also in 
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phlegmons, carbuncles, erysipelas, puerperal mas- 
titis, and small inflammations of the soft parts, 
roentgen-ray irradiation has been found, in 80 per 
cent of the cases, to give much better results in a sur- 
prisingly short time than any other treatment. The 
dosage used by the author usually ranged from 4 to 
25 per cent of the skin erythema dose and never ex- 
ceeded 25 per cent of the latter amount. In the ma- 
jority of cases a normal dose of from 75 to 80 R was 
given. When it was especially desirable to avoid a 
stormy reaction, a dose of 4 per cent was given at 
first and increased to the normal dose after a few 
days. Irradiation was always done with hard infil- 
tration (0.8 mm. of copper plus 2 mm. of aluminum) 
and a skin-target distance of from 35 to 50 cm. 

In inflammations of the sweat glands of the axilla, 
three or four irradiations of the same strength were 
given. For provocatory purposes in the differential 
diagnosis of inflammations of the glands of the neck, 
the joints, and the bones, irradiations were carried 
out according to the procedure of Freund, 200 R 
being applied to the area. 

The therapeutic irradiation should be given in the 
beginning of the stage of exudation. It does not alter 
the nature of the inflammatory or breaking-down 
process, but hastens the subsidence of the inflamma- 
tion. At the proper time the softened areas must be 
opened with the knife. In the exudative stage of the 
inflammation, the pain, malaise, and fever scon cease 
after the irradiation. In the stage of abscess forma- 
tion there is usually at first an increase in the swell- 
ing and pain which necessitate early incision. In 
cases of rapidly swelling phlegmons the malaise 
ceases after a few hours and very often the fever 
also subsides. The pulse, however, may remain 
rapid and when this is the case the local condition is 
unchanged and opening of the abscess is necessary. 
Unlike the pus in the cases of Heidenhain and Fried, 
that in the author’s cases was usually not sterile. 

For stiff-walled cavities with a purulent exudate 
and for empyema of the large joints, irradiation is of 
no avail. In inflammatory conditions of the bones, 
joints, and tendon sheaths it is not advisable. 

The increase in the severity of the signs of the in- 
flammation immediately after irradiation is attrib- 
uted by the author to an increase in the hydrogen- 


ion concentration. This increase is followed by a 
decrease over a period of days, the results of which 
are indicated by a diminution in the amount of the 
exudate, the infiltration of leucocytes, and cessation 
of the pain. In Kohler’s opinion, the marked de- 
struction of leucocytes caused by the irradiation 
frees non-specific antibodies (proteolytic ferments) 
which, instead of entering the blood stream, build a 
serological wall around the inflamed area. 
Hin7zeE (Z). 


AN ZSTHESIA 


Lepoutre, C.: Permanent Nerve Disturbances Re- 
sulting from Spinal Anzsthesia (Des accidents 
nerveux définitifs de la rachianesthésie). Bull. et 
mém. Soc. nat. de chir., 1927, lili, 456. 

A patient consulted the author on account of in- 
continence of urine and anesthesia of the perineal 
region following an operation for right inguinal 
hernia under spinal anesthesia. In Lepoutre’s 
opinion, spinal anesthesia may sometimes result in 
permanent nervous disturbances. Before the anes- 
thesia can be blamed, however, syphilis, tubercu- 
losis, and nervous diseases must be ruled out. 

In some cases there may be paralysis of the lower 
limbs with incontinence of the sphincters or dis- 
turbances limited to one nerve center or root. In 
others, the phenomena may be due to extradural 
hemorrhage which compresses nerve centers. Such 
disturbances are rare and the result of the puncture 
rather than the anesthesia. As a rule the com- 
plications are attributed to an irritant action of 
the anesthetic and vary with its nature and con- 
centration. Sometimes the lesions are so strictly 
localized as to suggest injury of a nerve center or 
bundle of fibers by direct puncture, destruction by a 
hematoma, or dissociation by the intravenous in- 
jection of the anesthetic. In the author’s opinion 
this was the pathogenesis in the case reported. 

In spite of the possibility of such complications, 
spinal anesthesia is indicated when it will improve 
the prognosis of the operation. As a precaution, the 
injection should not be made until the spinal fluid 
is flowing normally, showing that the needle has been 
correctly inserted. Aubrey G. Morcan, M.D. 











ROENTGENOLOGY 


Peter, G.: The Importance of Vascular Permeabil- 
ity in the Therapeutic Use of Roentgen Rays 
and Radium in Malignant Disease. Am. J. 
Roentgenol., 1927, Xviii, 337. 

A clinical observation and the results of recent 
experimental research have suggested to the author 
a new theoretical explanation of the healing of 
tumors following irradiation. The clinical lesion 
was an epithelioma of the sclerotic portion of the 
conjunctiva, which is described in detail. This led 
to the deduction that the vascular system plays a 
role of first importance in the phenomena of heal- 
ing, and that the curative effect of irradiation is 
brought about by a change in the permeability of 
the vessel walls. It seemed probable that healing 
was produced indirectly by a transformation of 
metabolism, either by the artificial production of 
immunizing substances by the roentgen rays or by 
natural immunity which became activated following 
the increased permeability of the blood vessels. 

These hypotheses are compared with experimental 
facts established by various investigators with re- 
gard to the phenomena of immunity in syphilis, the 
findings of the capillary microscope, especially those 
relating to the vital staining of Cramer, and the im- 
portant studies of Warburg on metabolism. The 
author attempts to prove that the findings of these 
different observers all tend to confirm his own con- 
tention that the erythema dose which produces the 
healing of cancer has the effect of increasing the 
vascular permeability for certain protective sub- 
stances. 

As a result of his studies, Peter believes that the 
immediate task of therapeutic technique should be: 
(1) the giving of a dose of roentgen rays and radium 
conducive to a hyperemia and an increase of the 
vascular permeability as lasting as possible without 
producing a lesion of the vessel walls which might 
render them incapable of reacting to subsequent 
irradiations if these should be necessary, and (2) 
the systematic combination of irradiation with the 
administration of substances capable of activating 
oxygenation in the tissues, inhibiting fermentation, 
and tending to neutralize the acidity. He gives 
thyroid extract, iron, and alkalies to the point of 
alkalinization of the urine. 

The special activity of roentgen rays and of 
radium against a process with so varied an etiology 
as cancer is well explained by the ability of these 
agents to raise the vascular permeability for a con- 
siderable period and to a marked extent without 
producing accessory effects of a harmful nature. 
This assumption explains also the uselessness of 
radiotherapy when the tissues adjacent to the 
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tumor do not possess blood vessels, when a new 
formation of capillaries within the tissues is made 
impossible by natural or pathological conditions, 
and when previous irradiations have produced an 
irreparable impermeability of the vessels. 

Avo.eH HaArtunc, M.D. 


Pfahler, G. E., and Widmann, B. P.: The Value of 
Intravenous Injections of Dextrose During 
Radiation Treatment of Malignant Disease. 
J. Am. M. Ass., 1927, \xxxix, 1492. 


The authors were led to make investigations with 
the intravenous injection of dextrose in conjunction 
with radiation treatment of malignant disease by a 
communication from Holzknecht and Mayer in 
which it was stated that tumor tissue seemed to be 
rendered more sensitive to radiation when the latter 
was combined with intravenous injections of a 
hypertonic solution of dextrose; that the clinical 
improvement was especially striking in cases found 
to be refractory to radiation alone; and that the 
dextrose solution seemed to decrease the intensity 
of the so-called constitutional effects of radiation. 
This treatment was based on general biological and 
clinical observations of various investigators which 
demonstrated a close relationship of tumors to car- 
bohydrates. 

The method was tried by the authors in 111 
cases. These are tabulated as to the character and 
location of the lesion. Both high and low voltage 
technique was used by the saturation method of 
Pfahler, and in suitable cases radium was applied. 
In the majority of the cases, freshly prepared 33 
per cent dextrose solution was injected in quan- 
tities of 10 c.cm. before the roentgen-ray or radium 
treatment, but in one group of cases the injections 
were made during the radiation treatment and in 
another group immediately after the treatment. 
After the second or third injection the dose was in- 
creased first to 15 c.cm. and then rapidly brought 
up to 20c.cm. Ina few cases, 25 c.cm. were given at 
one injection. In several instances, daily injections 
were given for five or six successive days after pro- 
longed irradiation. 

In none of the cases so treated was there any 
improvement that had not been duplicated with 
the use of radiation alone. While the dextrose 
seemed to ameliorate the symptoms of the radiation 
sickness in many instances, its effect was usually 
lost after a few trials. However, as the relief was 
distinctly noticeable and permanent in a few in- 
stances, the authors believe that intravenous in- 
jections of dextrose are justified in any case in which 
the patient’s discomfort may interfere with con- 
tinued radiation treatment. 

ApotpH Hartunc, M.D. 
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MISCELLANEOUS 


CLINICAL ENTITIES—GENERAL PHYSIO- 
LOGICAL CONDITIONS 


Campbell, M. F.: The Etiology of Granuloma In- 
guinale: with a Report of Eighteen Cases. Am. 
J. M. Sc., 1927, clxxiv, 670. 

Granuloma inguinale has been definitely estab- 
lished as a clinical entity. It is a disease to which 
negroes seem to be predisposed; whites are rarely 
attacked by it. It is most common in the subtropics, 
but the authors have seen it in persons who have 
never been outside of New York. 

It begins as a small, moist papule located usually 
in the genital or perigenital regions. This papule 
undergoes progressive ulceration. The condition 
seems to be transmitted by clothing and friction. 
It is in no sense a venereal disease. There is a no- 
table absence of pain and adenopathy. 

Granuloma inguinale must be differentiated from 
chancre, chancroid, gumma, tuberculosis, and malig- 
nancy. 

It was first described by Conyers and Daniels in 
1895. Its etiology is uncertain. Conyers and Daniels 
thought it to be tuberculcus, and others have classi- 
fied it as luetic. In 1905, Donovan described peculiar 
ovoid inclusions within the large mononuclear cells 
present, to which his name has been given. Donovan 
believed that these bodies were of protozoén origin 
and the etiological factors of the disease. From 
direct transplantation of infected tissue to a healthy 
individual and the isolation of Donovan bodies from 
the new lesion, McIntosh arrived at the same con- 
clusion. While these bodies may have been the 
cause, the transplantation of a tissue en masse pre- 
cludes any conclusions as to their specificity; other 
organisms as yet not isolated may have been trans- 
planted at the same time. 

The Donovan bodies are isolated by Sabouraud’s 
medium (4 per cent maltose peptone agar). When 
once isolated, they grow well on the more common 
laboratory media. They range in size from 1 to 5 
micra. The smallest have the appearance of cocci. 
The largest are ovoid or oblong. Pleomorphism is 
characteristic. They do not form spores and are 
not motile. 

In order to determine the specificity of the organ- 
ism, the author made direct inoculations of twenty- 
four-hour cultures into guinea pigs, rabbits, mon- 
keys, and human beings. In no instance did these 
inoculations produce a lesion characteristic of granu- 
loma inguinale but in all cases there were formed 
superficial abscesses from which Donovan bedies 
were isolated as early as the first week. 

Tartar emetic (potassium antimony tartrate) 
given intravenously in a 1 per cent solution is a 
specific remedy. As a rule the treatment is begun 


with 2 c.cm. of the 1 per cent solution and the 
dose is increased by 1 c.cm. every other day. Rarely 
has it been necessary to give more than 10 c.cm. at 
cne time. The improvement in the lesion is as strik- 
ing as that observed in superficial luetic manifesta- 
tions under treatment with arsphenamine. The in- 
jections should be continued for some time after 
the apparent cure of the disease, as relapses have 
been known to occur when they were discontinued 
immediately after the disappearance of the lesions. 
MARSHALL Davison, M.D. 


Coley, W. B.: The Prognosis and Treatment of 
Giant-Cell Sarcoma. Ann. Surg., 1927, |xxxvi, 
641. 

This article is based on a careful follow-up of fifty 
cases of giant-cell sarcoma of the long bones re- 
ported in November, 1923, and nineteen additional 
cases observed since then. 

Coley states that while the majority of giant-cell 
sarcomata are benign or only locally malignant, 
there are a certain number which give rise to me- 
tastases and generalization of the disease. In the 
early stages of the condition it is quite impossible to 
differentiate the malignant from the benign. In the 
first series of fifty cases of giant-cell sarcoma of the 
long bones, in which a diagnosis was made by com- 
petent pathologists, there were ten deaths from 
metastases. Collected records of the New York, 
Presbyterian, and Bellevue Hospitals show the same 
incidence of malignancy in cases diagnosed as giant- 
cell sarcoma. The malignant nature of some of these 
cases has been reported also by numerous observers. 

The usual method of treating giant-cell sarcoma 
is curettage followed by the use of carbolic or zinc 
chloride. Hamorrhage is a serious complication. 
The treatment of the cavity is unsettled. Some 
surgeons follow Bloodgood’s method of packing the 
cavity, while others try to close the wound com- 
pletely. Coley packs whenever necessary and keeps 
the wound ciean with Dakin’s solution. 

In addition to curettage and the application of 
carbolic or zinc chloride to the cavity, the injection 
of mixed toxins of erysipelas and bacillus prodigiosus 
for a period of three or four months greatly lessens 
the chances of recurrence of the disease by destroy- 
ing whatever cells have been left behind. When the 
toxin is used for prophylaxis, only small doses are 
given, just enough to cause a mild reaction. 

There is an increased tendency on the part of 
surgeons to turn all cases of bone sarcoma, especially 
giant-cell sarcoma, over to the radiologist, but the 
number of cases treated by radiation is still too 
small and the period of observation is still too short 
to permit the conclusion that radiation is the method 
of choice. Disadvantages of radiation as the pri- 


231 











232 INTERNATIONAL ABSTRACT OF SURGERY 


mary method of treatment are the possibility of 
error in the diagnosis and the long duration of the 
treatment. The results obtained by a combination 
of curettage and radiation are distinctly inferior to 
those obtained by a combination of surgery and 
toxins. Wittram E. SHAcKLeTon, M.D. 


GENERAL BACTERIAL, PROTOZOAN, AND 
PARASITIC INFECTIONS 


Haden, R. L.: The Etiology of Focal Infection; 
Medical Aspects. Amn. Oiol., Rhinol. & Laryngol., 
1927, Xxxvi, 896. 

The first requisite in the management of focal 
infection is a general examination of the patient. 
The symptoms often ascribed to focal infection may 
be due to entirely different causes. 

In the vast majority of cases, the foci are found in 
the teeth, tonsils, or sinuses. 

In determining the disposition of foci, factors 
influencing the patient’s resistance must be evalu- 
ated and the structural damage already done must 
be considered. Often the systemic disease is de- 
pendent upon continuous damage over a long period 
of time. Eradication of the foci may avail little. 

When the removal of foci is indicated, all possible 
foci should be removed. 

The experimental and clinical study of focal infec- 
tion emphasizes the important relation of foci to 


systemic disease and the need for early recognition 
and removal of foci before systemic disease has 
resulted. Joun J. MAtoney, M.D. 


Berghausen, O.: Torula Infection in Man. An. 
Int. Med., 1927, i, 235. 

To the twenty-four cases of infection by the yeast 
organism torula histolytica which are reported in 
the literature, the author adds a case with involve- 
ment of the tongue. In the latter, a state of hyper- 
sensitiveness was indicated by a marked skin re- 
action following the subcutaneous injection of a 
boiled aqueous extract of a culture of the organism. 
Complications in the form of a mottled infiltration 
of the parenchyma of the lungs and enlargement of 
the spleen developed. 

Laboratory tests and the history were negative for 
tuberculosis, and the intravenous injection of neo- 
salvarsan was followed by only temporary improve- 
ment. The application of local antiseptics such as 
various dyes, arsenobenzol, and perborate of soda 
was of no avail. Roentgen-ray and radium ir- 
radiation caused no improvement and were followed 
by such an intense reaction that the patient refused 
further exposures. The internal administration of 
quinine sulphate and sodium iodide over a prolonged 
period also seemed to be of no benefit. The patient 
lost weight and finally refused food. Death resulted 
from inanition. Ropert M. Grier, M.D. 
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